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ABSTRACT 
 The current Accreditation Council for Occupational Therapy Education (ACOTE) 
Standards include a provision for the use of experiential learning methods as level I 
fieldwork experiences by entry-level occupational therapy (OT) education programs 
(ACOTE, 2018). Included in these experiences are two specific types of simulation: 
simulated environments and standardized patients. Earlier versions of the ACOTE 
Standards did not allow for the use of simulation as level I fieldwork experiences. This 
provision may help mitigate a shortage of level I and level II fieldwork placements and 
allow academic programs to provide consistent quality level I fieldwork across students 
(American Occupational Therapy Association [AOTA], 2017). This use of simulation as 
a fieldwork training method is an emerging area of OT education that has limited 
research on its use and best practice. This doctoral project sought to contribute to the 
existing knowledge by conducting a research study which investigated the use of both 
simulated environments and standardized patients by academic programs, as well as 
identifying the primary supports and barriers to its implementation. The project included 
the creation, distribution, and analysis of a national survey of entry-level OT programs. 
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The survey found that the main barrier and support to implementation of simulation was 
funding and that private institutions are more likely to utilize standardized patients than 
public institutions. The results of this study will help inform future ACOTE Standards, 
provide both the American Occupational Therapy Association and ACOTE with 
additional information to help determine how to best provide resources for academic 
programs that facilitate successful implementation of the simulation methods, and help 
identify programs that can participate in the dissemination of best practice in the use of 
simulation as fieldwork experiences. The author recommends that ACOTE should also 
consider mandating the use of simulation, along with other experiential learning 
activities, as partial fulfillment of level I fieldwork requirements, to allow for better 
access to funding, decrease the fieldwork burden on traditional fieldwork sites, and allow 
for more consistent level I fieldwork experiences.  
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Chapter 1: Introduction 
Problem Introduction and Background 
The occupational therapy educational fieldwork system in the United States is 
facing many challenges. According to the 2018 Accreditation Council on Occupational 
Therapy Education (ACOTE) Standards, fieldwork education is “a crucial part of 
professional preparation…designed to promote clinical reasoning and reflective practice, 
transmit the values and beliefs that enable ethical practice, and develop professionalism 
and competence in career responsibilities” (ACOTE, 2018). However, academic 
programs are struggling to provide adequate fieldwork experiences to their students due 
to an increasing number of occupational therapy students and a stagnant number of 
fieldwork educators to educate them (American Occupational Therapy Association 
[AOTA], 2017; Harvison, 2018). The resulting shortages of fieldwork educators and 
fieldwork placements place stress on both academic programs and fieldwork sites and 
may result in fieldwork educator role stain and burnout (Barton et al., 2013). 
It is of incredible importance that occupational therapy education programs are 
able to provide fieldwork experiences to their students that meet the overarching purpose 
of fieldwork education. Without an adequate number of quality fieldwork placements, a 
crucial part of professional preparation will not be provided for students. There is 
potential for students to enter level II fieldwork without the skills and abilities needed to 
be successful due to a lack of quality fieldwork experiences earlier in their education.  
In addition to a shortage of level I and level II fieldwork placements, the 
consistency in quality of level I fieldwork placements has been called into question. 
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Students report that best practice in occupational therapy education, including the use of 
active learning, is often not utilized during level I fieldwork experiences (Haynes, 2011). 
Fieldwork educators report feeling un- or under-prepared to serve in the role, which may 
result in sub-optimal learning opportunities for occupational therapy students (Barton, 
2013; Hanson, 2011; Evenson, Roberts, Kaldenberg, Barnes, & Ozelie, 2015; Varland, 
2017). Due to the nature of a fieldwork educator supervising a student in a practice 
setting, each student has a unique experience, and no two students are exposed to the 
same situations or clients, resulting in different learning experiences. While time in an 
actual practice setting offers unique benefits, there are areas of opportunity to improve 
student learning during initial level I fieldwork experiences. 
Proposed Solution 
The shortages of both level I and level II fieldwork placements, rapidly growing 
and multiplying academic programs, shortages of qualified fieldwork educators, and wide 
variation in the quality of experience and resulting skills students acquire during their 
level I fieldwork rotations signal the need for a change in the way we prepare our 
students. The profession needs to adopt new ways of providing fieldwork experiences 
that address these issues. 
One potential solution is to focus improvement efforts solely on the redesign of 
the level I fieldwork system. Focusing on the level I fieldwork system has the possibility 
of improving not only the level I fieldwork experiences, but also has potential to mitigate 
the shortage in level II placements, as well. The goal of this redesigned system is to 
deliver high-quality educational experiences aimed at developing students’ skills outside 
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of traditional level I fieldwork experiences at a fieldwork site. This could be done by 
charging the academic programs to deliver level I fieldwork experiences using their own 
resources and staff rather than the resources and staffing available at traditional fieldwork 
sites.  This would reduce the burden on fieldwork sites and allow them to focus their 
resources on facilitating level II fieldwork placements. Simultaneously, the quality and 
content of the level I experiences would be controlled by the academic programs, 
improving consistency across student experiences in each program and ensuring students 
are able to meet the objectives in a standardized way. This allows academic programs to 
better prepare all students for their level II fieldwork placements. In theory, by improving 
the level I system in the manner described, the level II system would benefit, as well. 
An AOTA ad hoc committee recommended the development of the alternative 
learning experiences titled “Initial Experiential Learning”, which included the use of 
simulations, standardized patients, faculty practice, faculty led site visits, and consumer 
instruction (AOTA, 2017). These alternative learning experiences were designed to be 
administered by the academic programs rather than fieldwork sites and were intended to 
replace traditional level I fieldwork experiences. ACOTE took the recommendations of 
the AOTA ad hoc committee into consideration and included experiential learning 
methods as options for level I fieldwork in the 2018 ACOTE Standards. The standards 
now state that level I fieldwork experiences may include a variety of educational 
methods, including simulated environments, standardized patients, faculty practice, and 
faculty-led site visits, as well as the traditional level I fieldwork model of supervision of a 
student by a fieldwork educator in a practice environment (ACOTE, 2018). 
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These alternative learning experiences are largely viable, evidence-based 
education methods that may allow students to acquire the skills needed to be successful 
OT practitioners without requiring the participation of a large number of fieldwork sites 
and external fieldwork educators. The widespread use of these methods for level I 
fieldwork experiences by academic programs, as discussed above, has the potential to 
decrease burdens on fieldwork educators and sites, allowing them to facilitate additional 
level II fieldwork placements and better meet the needs of the academic programs. In 
addition, by academic programs taking additional responsibility for level I placements 
through these alternative learning experiences, the quality of the placements is then 
directly controlled by the academic program rather than the fieldwork site. This may 
result in more consistent delivery of learning experiences for students. 
If these experiential learning methods are to be implemented in a widespread 
manner, academic programs need to have access to and utilize resources to help 
implement the experiences successfully and overcome barriers that may prevent their 
implementation.  However, at the national level, there are limited existing resources 
available to academic programs on ways to implement alternative learning experiences 
and secure the necessary resources to do so. This puts the development of future 
practitioners at risk: If academic programs are unable to successfully utilize the current 
fieldwork model, but are not prepared to implement alternative models, it is unlikely that 
students will meet the objectives of level I fieldwork. This has the potential to impact 
their ability to deliver high-quality care in the future, as well. 
This doctoral project attempts to begin to address some of these issues. Though 
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the 2018 ACOTE Standards provide a variety of experiential learning methods as options 
for level I fieldwork, this project addresses only the methods relating to simulation: 
simulated environments and standardized patients. This allows the author to focus on 
underlying theory and evidence surrounding the use of simulation in a comprehensive 
manner. The other experiential learning methods included in the survey (faculty practice, 
consumer instruction, faculty-led site visits, and supervision by a fieldwork educator in a 
practice environment) will be addressed through other mediums at a later date.  
Project Overview 
In chapter two, the author examines existing literature from both occupational 
therapy and other allied health professions to provide support for the use of simulation as 
a learning method. This literature details how simulation is a widely-used, evidence-
based learning method used across the globe. Chapter two also describes the current 
theoretical basis for level I fieldwork and proposes a shift of the current model to a new 
model that aligns with the use of simulation as a fieldwork experience. Chapter three 
describes the creation and distribution of a national survey of occupational therapy 
academic programs. This survey gathered quantitative and descriptive data about the 
current usage of experiential learning methods by occupational therapy academic 
programs across the country, as well as information relating to the barriers to and 
supports for implementation of these methods. Chapter four details the results of the 
survey that describe the implementation of simulation by occupational therapy academic 
programs. The author also discusses the implications of the results, as well as the 
limitations to the research conducted. This chapter also provides information about next 
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steps in the research project, including the plan for focus groups to further explore the use 
of these experiential learning methods. Chapter five and six provide funding and 
dissemination plans, respectively, before moving on to a conclusion in chapter seven. 
It is the author’s hope that the results of this study will provide information for the 
national occupational therapy organizations, as well as a variety of other stakeholders, to 
allow them to better equip and enable occupational therapy academic programs to utilize 
these experiential learning methods, make informed decisions about implementation, 
shape future educational standards, and ultimately improve the fieldwork system within 
the United States. 
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Chapter 2: Theoretical and Evidence Base to Support the Project 
Introduction 
Occupational therapy (OT) students in the United States participate in two types 
of fieldwork: Level I fieldwork, which are shorter, initial learning experiences designed 
to enhance didactic coursework, and level II fieldwork, which are longer, full-time 
fieldwork experiences designed to create competent, entry-level occupational therapists 
(Accreditation Council for Occupational Therapy Education [ACOTE], 2018). 
Traditionally, both level I and level II fieldwork experiences occur at a fieldwork site 
under the supervision of an occupational therapist in an apprenticeship model (Hanson, 
2015). However, the traditional OT fieldwork system in the United States is facing many 
challenges that make providing adequate fieldwork experiences to OT students difficult. 
These challenges include a shortage of level I and level II fieldwork placements 
(American Occupational Therapy Association [AOTA], 2017) and a lack of adequately 
trained fieldwork educators, resulting in inconsistency in the quality of fieldwork 
placements (Barton et al., 2013; Casares, Bradley, Jafe, & Lee, 2004; Hanson, 2011; 
Haynes, 2011). 
 There are three main sections to this chapter. The first section discusses the 
problems faced by the profession due to the fieldwork model that is currently in use in the 
United States. The second section proposes the use of simulation as a partial solution to 
the problem and provides relevant literature to support the proposal. The third section 
discusses a theoretical basis for both the traditional fieldwork model as well as the 
proposed use of simulation.  
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Problem Overview 
Problem Model 
There are two main overarching issues with the current occupational therapy 
fieldwork model that demonstrate that it is not adequate to meet the current needs of the 
profession. The first is that there is a current shortage of available fieldwork placements 
in the United States: Academic programs are growing at a record rate and the availability 
of fieldwork placements is not growing to meet the need (Harvison, 2018). Both 
fieldwork sites and academic programs feel the increasing shortage of placements as they 
seek to educate future occupational therapists. The second issue is that many fieldwork 
educators report that they are not adequately trained or prepared to supervise and educate 
students (Barton et al., 2013; Hanson, 2011). This lack of preparation results in a wide 
variety of student experiences for both level I and level II fieldwork and leads to 
variability in development of both clinical skills and clinical reasoning amongst new 
practitioners (Casares, Bradley, Jaffe, & Lee, 2004; Haynes, 2011).  Students do not all 
receive the same preparation while completing their entry-level training, even within each 
program. This variability may lead to some students experiencing difficulties completing 
coursework, passing the National Board for Certification in Occupational Therapy exam, 
and eventually, providing competent services as occupational therapy clinicians. A visual 
representation of the problem is given in Figure 1.1. 
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Figure 1.1.  Logic model of problem.  This figure illustrates the underlying reasons for the 
implementation of a new fieldwork education model for both level I and level II fieldwork  
 
Problem Discussion 
As introduced above, there are two primary factors that are impacting 
occupational therapy fieldwork in the United States: fieldwork placement shortages and 
un- or under-prepared fieldwork educators. These two factors are discussed in detail 
below. 
Fieldwork placement shortages. It is well known and documented that there is a 
national shortage of occupational therapy fieldwork placements in the United States. 
Information and statistics published by AOTA strongly support this idea. In 2018, AOTA 
released a report on the trends in higher education and occupational therapy. This report 
indicated that the number of occupational therapy students and the number of 
occupational therapy and occupational therapy assistant programs is rapidly increasing. 
For example, within the last five years, the number of OT students has risen by 24%, and 
by 58% in the last ten years. Similarly, the number of OTA students has risen 8% over 
the last 5 years and 73% over the last 10 years. This number is expected to continue to 
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rise. At the same time, the current OT workforce has a limited number of practitioners 
who are qualified and willing to supervise students (Harvison, 2018).  
There is evidence of a fieldwork placement shortage in occupational therapy 
literature that indirectly suggests a shortage of fieldwork placements based on the content 
the author discusses. For example, Hanson and Deluliss (2015) described a collaborative 
learning model where a fieldwork educator takes more than one student at a time for level 
II fieldwork placements. The author stated that the reason the model was developed and 
implemented was due to continued academic program growth and limitations at sites. 
Provident and Colmer (2013) also described a level I fieldwork program using a 
collaborative learning model that was developed to overcome staffing and productivity 
issues at sites as well as a decrease in availability at medical sites for fieldwork 
placements. Rydeen (1995) and Swenson Miller (2005) proposed faculty-led fieldwork as 
a viable alternative to traditional, apprenticeship level I experiences; the decision to 
utilize faculty versus traditional fieldwork educators was developed to provide level I 
fieldwork placements despite barriers faced by programs. Together, this research shows 
that academic programs are utilizing innovative methods to increase the capacity of their 
respective programs level I fieldwork placements. 
Clearly, there is a shortage of fieldwork placements. However, the reasons for this 
shortage are more difficult to understand. Evenson et al. (2015) conducted a national 
survey of fieldwork educators that inquired about barriers to fieldwork supervision. Two 
of the main barriers to acting as a fieldwork educator discussed were workload and the 
cost of staff time. Other barriers may include staffing issues or a lack of physical 
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resources (Thomas et al., 2007). Ozelie, Hansen, Liguzinski, Saylor, & Woodcock (2018) 
found that facilitating a level II fieldwork placement requires extra time from the 
fieldwork educator each workday, potentially resulting in increased labor costs for the 
site. Furthermore, there are limitations about what services provided by occupational 
therapy students may be reimbursed under Medicare guidelines (Department of Health 
and Human Services Health Care Financing Administration, 2001). These barriers could 
potentially lead to sites reducing the number of fieldwork placements they offer.  
For the studies described above, it is important to note that they did not have a 
large number of respondents who were not fieldwork educators and therefore the results 
provide limited information about why sites do not take fieldwork students at all. In 2012, 
Roberts and Simon attempted to activate this population of practitioners who have never 
taken students to serve as fieldwork educators. Roberts and Simon published a call for 
practicing occupational therapists who are not fieldwork educators to supervise OT and 
OTA students due to “smaller available placement pools” (Roberts & Simon, 2012, p. 
20). However, without a clear understanding of the perceived barriers and ways to 
address them, it is unlikely this population will begin to contribute to occupational 
therapy fieldwork education. 
Un- or under-prepared fieldwork educators. There is evidence in occupational 
therapy literature about the limited preparation many therapists receive to become 
fieldwork educators for both level I and level II students. Dickerson (2005) provided 
information about the complex skill set that is required to become a competent fieldwork 
educator; however, a substantial number of fieldwork educators report that they do not 
  
12 
feel that they received appropriate training to supervise students (Barton et al., 2013). 
Hanson (2011), Varland (2017) and Evenson et al. (2015) all discussed barriers to serving 
as fieldwork educators, and all three studies reported that fieldwork educators give 
feeling un- or under-prepared as a reason to not take students. Hunt and Kennedy-Jones 
(2010) discuss how new graduate occupational therapists often do not feel prepared to 
supervise students as they are still learning themselves and do not feel they have the 
needed skills for successful supervision. Jensen (2010) also examined barriers to become 
a fieldwork educator in a hospital setting; however, a lack of preparedness was not 
discussed as a primary theme. Rather, Jensen found that a lack of staffing resources and 
time were the primary barriers in that setting. Further research is indicated to determine if 
the barriers differ across settings. 
There is some evidence, based on student reports of experiences, that fieldwork 
educators may not be aware of, or may not know how to implement, best practice in 
occupational therapy education. The Accreditation Council for Occupational Therapy 
Education (ACOTE) standards require that students observe and participate “in selected 
aspects of the occupational therapy process” (ACOTE, 2018) during their level I 
fieldwork experiences. Students in the Haynes (2011) study reported, however, that they 
participated in a limited amount of active learning and acted primarily as observers while 
on level I fieldwork. Johnson, Koenig, Verrier Piersol, Santalucia, and Wachter-Schutz 
(2006) found similar results in an examination of 1,002 student reports about level I 
fieldwork experiences. They found that students had limited opportunities for practicing 
occupational therapy skills, and the opportunities students did have varied by site type. 
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These articles indicate that there is likely a lack of opportunity for active learning at 
fieldwork sites which may be partially due to a lack of fieldwork educator training. If 
students continue to have limited opportunities to actively participate on level I 
fieldwork, then students may not fully meet the goals of level I fieldwork, including 
applying knowledge to practice and understanding the needs of clients (ACOTE, 2018). 
This lack of preparation may leave students struggling to meet the expectations of level II 
fieldwork and entry-level practice. 
While there is some evidence to support the idea that many fieldwork educators 
are un- or under-prepared, it should be noted that there is a relative lack of research 
addressing this issue. Most studies listed above address the perception of un- or under-
preparedness of practitioners who already fulfill the fieldwork educator role, and do not 
address the perceived preparedness of practitioners who do not serve as fieldwork 
educators. The current literature also does not provide information on the effect of the 
spectrum of educator preparedness on student outcomes. It would be a logical assumption 
that a fieldwork educator who feels un- or under-prepared would not provide a student 
experience that is the same quality of learning experience as a well-trained fieldwork 
educator. This is one specific area where there is a need for continued research. 
In addition, the research presented is primarily conducted with fieldwork 
educators who have already taken students, or on the report of students who have 
participated in level I fieldwork with a fieldwork educator. Research on occupational 
therapists who have never taken a student is limited. Therefore, it is unknown if un- or 
under-preparedness serves as a barrier to serving as a fieldwork educator for that 
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population. 
Finally, the studies listed above also use only self-report as a method of 
measuring fieldwork educator preparedness. There are no studies that objectively 
examine fieldwork educator skill or training. Further research is needed to examine this 
topic in a more comprehensive manner. 
Possible Problem Solutions 
The overarching problem, then, is that the current traditional, apprenticeship level 
I fieldwork model is not adequate to meet the demands of the growing occupational 
therapy profession. Between the shortage of placements and un- or under-training of 
fieldwork educators, it is clear that the current system is not working. But what has been 
tried previously to address the problem?  
United States. The literature from the United States has many articles and papers 
describing alternative models that academic programs have developed to help combat the 
increasing difficulty of providing quality fieldwork placements for all students. One 
program recommends using professionals who are not occupational therapists to 
supervise level I fieldwork placements (Rodger, 2009). Another suggests the use of 
faculty as fieldwork educators (Swenson Miller, 2005). Hengel (1995) discussed a 
collaborative group supervision model in mental health settings; this was developed as a 
response to a limited number of available placements. Some programs attempt the 
opposite by placing one student with multiple fieldwork educators (Nolinske, 1995). 
Precin et al. (2018) approaches the limited number of level I placements differently; they 
developed a sustainable model where students develop their own community based 
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fieldwork sites; the development aspects are considered part of the fieldwork placements. 
The sites then, ideally, continue to facilitate additional fieldwork placements in the 
future. Many programs are turning to emerging areas of practice, or community sites, for 
fieldwork placements instead of traditional settings (Precin et al., 2018; Swenson Miller 
& Johnson, 2005; VanLeit, 1998). Articles by Giles et al. (2014) and Smits & Ferguson 
(2000) both analyze ways to prepare students for level II fieldwork outside of level I 
fieldwork altogether by utilizing things like case studies, simulation, and self-reflection.  
There is limited research on the efficacy of the above-mentioned models. Very 
few studies have been conducted that look at student outcomes between the various 
models. Because of that, it is difficult to know if students are receiving comparable 
educational opportunities in the different fieldwork models as compared to a traditional 
level I fieldwork experience. 
AOTA has attempted to address the un- and under- preparedness of fieldwork 
educators by developing a Fieldwork Educator Training Program. This 2-day training is 
available to fieldwork educators for a fee and is available at a variety of locations across 
the country (AOTA, n.d.d). However, the percentage of fieldwork educators who 
participate in this training is not publicly published, and the impact on the quality of 
fieldwork education is unknown. At present, it remains largely up to the academic 
programs and individual fieldwork sites to address the wide variation in quality of 
fieldwork placements resulting from variable fieldwork educator preparedness. 
Australia. The shortage of fieldwork placements is, unfortunately, not unique to 
the United States. The literature reveals that the Australian occupational therapy 
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education system experiences similar shortages of fieldwork placements. This pressure 
has been building over time: Over twenty years ago, Mason (1998) described the use of a 
group supervision model to decrease the number of students in traditional fieldwork 
placements. More recently, Thomas (2007) performed a survey of fieldwork educators in 
Australia, finding that a variety of supervision models have been utilized to help combat 
“crises in fieldwork education in Australia” due to increasing enrollment in educational 
programs and decreased availability of sites. Many different programs have been utilizing 
models like group supervision or collaborative models for nearly two decades (Aiken, 
2001; Mason, 1999). Hamilton et al. (2015) described four different fieldwork practice 
models outside of the traditional apprenticeship model that have been implemented by 
various programs throughout the country. These models include simulated experiences, 
student-led clinics, role emerging practice education, and project-based placements. In an 
effort to combat the shortage of fieldwork placements, and the mounting evidence of the 
widespread use and acceptance of simulation and other learning experience, the 
Occupational Therapy Council (Australia and New Zealand) included in the 2013 
educational standards the option of the use of simulation for up to 20% of the required 
1000 fieldwork hours (Occupational Therapy Council, 2013). 
Australian occupational therapy education could serve as a model for the United 
States. Like the United States, Australia has embraced the use of non-traditional 
fieldwork supervision models. However, unlike the United States, they have also widely 
adopted the use of simulation as a training tool, fueling by their ability to utilize 
simulation for fieldwork education. The combination of innovative fieldwork models, as 
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well as the widespread implementation of simulation, have been adopted to decrease the 
burden felt by both fieldwork sites and academic programs. Thus far, there are no reports 
on the efficacy of these solutions as a wide-spread solution. 
Proposed Solution: Simulation 
Introduction to the Simulation 
As discussed previously, the current model of occupational therapy fieldwork 
education in the United States is not meeting the needs of the profession. The growth of 
fieldwork placements is being outpaced by the rapid growth of occupational therapy 
programs, leaving a shortage of available placements. Of those placements that are 
available, many of them are of variable quality. Many fieldwork educators report feeling 
un- or under-prepared for supervising students, and many report receiving no training for 
student supervision at all (Barton et al., 2012; Evenson et al., 2015; Hanson, 2011; 
Varland, Cardell, Koski, & McFadden, 2017). 
 However, there has been a push within the profession to embrace alternative, 
experiential learning methods as fieldwork experiences, but particularly as level I 
fieldwork placements. An AOTA ad hoc committee recommended the use of a variety of 
experiential learning methods in lieu of traditional level I placements (AOTA, 2017). 
These methods included simulation, standardized patients, faculty practice, faculty-led 
site visits, and consumer instruction. The most recent ACOTE standards also list the 
similar experiential learning methods as alternative options to traditional level I fieldwork 
experiences (ACOTE, 2018). The literature shows that some academic programs are 
already using experiential learning methods as student preparation for level II fieldwork 
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placements but not necessarily as level I fieldwork placements (Giles et al., 2014; Smits 
& Ferguson, 2000). 
 Of the experiential learning methods, there are known benefits to the use of 
simulation in education, in particular. Simulation is defined as “a technique for practice 
and learning” that replaces and amplifies “real experiences with guided ones, often 
‘immersive’ in nature, that evoke and replicate substantial aspects of the real world in an 
interactive fashion” (Lateef, 2010, p. 348). In the new ACOTE standards, standardized 
patients and simulated environments are specified as the types of simulation that may be 
used as level I experiences (ACOTE, 2018). These types of simulation offer specific 
benefits that address the problems within the U.S. occupational therapy fieldwork system 
discussed previously. With the use of both standardized patients and simulated 
environments, academic programs are able to more closely control the student 
experiences. They can dictate the complexity of the scenarios, vary the types of clients, 
and most importantly, ensure the consistency of quality of the experience across all 
students.  
Logistical Benefits of Simulation 
The use of standardized patients and simulated environments allows programs to 
provide level I experiences without placing the supervision burden on sites. This benefits 
both the academic programs and fieldwork sites. First, academic programs are 
responsible for recruiting fewer fieldwork placements, which allows the academic 
fieldwork coordinators and supporting faculty and staff to focus energies on other 
learning experiences. Second, by taking away the supervision burden of many level I 
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fieldwork placements, the hope is that many fieldwork sites will be able to facilitate 
additional level II fieldwork placements and further reduce the burden that procurement 
of level II placements places on academic programs by increasing the pool of available 
level II fieldwork placements. 
In well executed simulation training, guided reflection led by a skilled facilitator 
in conjunction with hands-on skill practice provide learning opportunities that are often 
difficult “in situ” due to the nature of occupational therapy practice (i.e. limited hands on 
participation due to safety concerns, time limitations for reflections with fieldwork 
educators) (Barton et al., 2012; Jenson & Daniel, 2010). It allows for a controlled 
learning experience for students, which ensures the quality is dictated by the academic 
program rather than the fieldwork educator. It also allows for programs to design the 
experiences, allowing students to be exposed to occupational therapy clients and 
scenarios they may not otherwise have access to.  
Clearly the use of simulation is logistically beneficial and may reduce the burden 
on fieldwork sites as well as academic programs. It is equally as important, though, that 
this method of learning delivers outcomes comparable to or better than those of 
traditional level I fieldwork learning experiences. With any new learning method, it is 
important to make sure the learning outcomes are good, the costs and benefits are 
analyzed, and the logistics are manageable for those who implement the experiences. A 
review of pertinent literature provides the answers to many of these questions. 
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Simulation Literature Review 
Use of simulation in health professions education. The use of simulation is well 
documented in health professions education literature. There are published articles from 
many different fields, including communication sciences and disorders (Dudding & 
Nottingham, 2018), audiology (Dzulkarnain, Wan Mhd Pandi, Rahmat, & Zakaria, 2015), 
physical therapy (Mori, Carnahan, & Herold, 2015; Pritchard, Blackstock, Nestel, & 
Keating, 2016), nursing (Cant & Cooper, 2016; Rutherford-Hemming & Alfes, 2017; 
Shin, Park, & Kim, 2014), and occupational therapy (Bennett, Rodger, Fitzgerald, & 
Gibson, 2017; Bethea, Castillo, & Harvison, 2014; Bradley, Whittington, & Mottram, 
2013; Gibbs, Dietrich, & Dagnan, 2017; Shea, 2015; Ozelie & Both, 2016; Wu & Shea, 
2009).  
 Simulation is used to assess competency of various skills but also for experiential 
learning opportunities. Dudding and Nottingham (2018), in a survey of communication 
sciences and disorders programs, found a wide variety of uses for simulation by academic 
programs, including serving as a remediation tool, providing the opportunity for 
interprofessional education, obtaining clinical competencies, serving as a formative 
assessment, obtaining observation hours, serving as a summative assessment, and 
obtaining clinical contact hours. Other studies found similar uses for simulation 
(Dzulkarnain et al., 2015; Mori et al., 2015). Simulation has been used to address hands-
on treatment techniques and psychomotor skills, “soft” interpersonal skills, ethical 
analysis, clinical reasoning skills, and also student confidence and self-efficacy (Bennett 
et al, 2017, Bethea et al., 2014; Cant & Cooper, 2016; Pritchard et al., 2016).  
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 Simulation is widely used across health care disciplines in didactic coursework, 
with many disciplines reporting high rates of implementation. In a survey for 
communication science and disorders programs, it was found that 51% utilized some type 
of simulation (Dudding & Nottingham, 2018). 70% of physical therapy programs 
reported using immersive simulation in a 2017 national survey (Sockert & Ohtake). 
Seventy-one percent of occupational therapy programs in the United States also reported 
using simulation in some manner in their academic programs (Bethea et al., 2014). 
Clearly, simulation is gaining widespread acceptance and implementation as a learning 
method by healthcare education programs. 
 Simulation is often used for interprofessional education as well as uni-
professional education. There are many studies published about the use of both high- and 
low-fidelity simulations across a variety of disciplines (Gellis et al., 2019; Hadley et al., 
2018; Lee, Pais, Kelling, & Anderson, 2018; Lewis, Rudd, & Mills, 2018; Smith et al., 
2018; Yeung, Dubrowski, & Carnahan, 2013; Zamjahn et al., 2018). These 
interprofessional experiences often focus on communication, teamwork, and 
understanding of other discipline’s roles rather than on discipline specific skills.  
Use of simulation in occupational therapy education. In the occupational 
therapy literature specifically, there is some research about the profession’s use of 
simulation as an educational method. Bennett et al. (2017) determined that the most 
commonly used types of simulation were written case studies, standardized patients, and 
video case studies. Programs reported that they sought to address the acquisition of 
foundational skills, prepare students for fieldwork, and to ensure skill competencies. 
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Bethea et al. (2014) found similar results in their national survey of occupational therapy 
academic programs; human simulation using actors or students were used by 75% of 
programs and video cases were used by 69% of programs.  
 The literature also shows simulation being used in a variety of settings with a 
variety of students. Wu and Shea (2009) described a high-fidelity ICU simulation utilized 
with entry-level master’s students. Gibbs et al. (2017) described a high-fidelity 
simulation with entry-level doctoral students, also in acute care. Bethea et al. (2014) 
found that simulations were used to represent practice settings across the continuum of 
occupational therapy practice, from acute care and outpatient settings to homes, 
communities, and schools. 
Educational outcomes. The positive education outcomes of simulation are 
widely discussed in health professions education literature. Positive outcomes following 
the use of simulation are seen in psychomotor skills, self-efficacy and confidence, in 
communication skills, and also in performance during clinical placements (Cant & 
Cooper, 2016; Kaploni et al., 2017; Shin et al., 2014; Thomas et al., 2017; Wu & Shea, 
2009).  
In some studies, student examination and practical scores are also found to 
improve following the use of simulation. In a systematic review of simulated learning 
environment training with audiology students, 75% of the studies showed students who 
participated in simulated learning experiences had higher post-simulation scores on a 
combination of practical examinations and paper tests versus control groups 
(Dzulkarnain, Wan Mhd Pandi, Rahmat, & Zakaria, 2015). Similarly, in a study of 
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occupational therapy students who participated in high-fidelity simulation, those in the 
simulation group were found to have higher scores on their level II fieldwork placements 
in inpatient rehabilitation compared to the control group (Ozelie & Both, 2016).  
When comparing simulation to traditional placements, similar positive results 
were found. A recent study by Imms et al. (2018) compared two groups of occupational 
therapy students: those who participated in a 40-hour simulated placement and those who 
participated in a 40-hour traditional placement. They found no significant differences in 
examination results, units scores, or placement fail rates between the groups (Imms, et al., 
2018). Two systematic reviews and a meta-analysis of the use of simulated patients in 
physical therapy education found that, in entry-level physical therapy students, using 
simulated patients for up to 25% of patient practice resulted in comparable competency to 
those who trained in traditional methods (Mori et al, 2015; Pritchard et al, 2016). These 
studies provide substantial support for the use of simulation as a replacement for some 
traditional level I fieldwork experiences by occupational therapy programs. 
Student opinions. Student learning preferences, as stakeholders in educational 
programs, should also be taken into consideration. Much of the literature examining this 
topic found that students have very positive views of simulation use in educational 
programs across disciplines (Bradley et al, 2013; Cant & Cooper, 2016; Putter-Katz, et 
al., 2018; Shea, 2015; Silberman, Panzarella, & Melzer, 2013; Wu & Shea, 2009). Walls, 
Fletcher, and Brown (2019) found that occupational therapy students perceived 
standardized patient encounters as valuable. Bradley et al. (2013) found that following 
participation in a simulation activity, occupational therapy students expressed preference 
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for hands-on experiences rather than observation, working with an unknown client rather 
than a known person, and requested more and earlier simulation experience.  
Barriers to implementation. A variety of barriers to implementation of 
simulation is discussed in the literature. Dudding and Nottingham (2018), in their 
national survey of simulation use in communication sciences and disorders programs in 
the United States, found that the main barriers to simulation implementation were lack of 
knowledge, finances, training, and lack of support from accrediting bodies. Bethea et al. 
(2014) found similar barriers in occupational therapy programs, stating that time, cost, 
and scheduling were the primary barriers to implementing simulation.  In a scoping 
review of simulation in interprofessional education simulations, Lee et al. (2018) also 
found a lack of finances to be a barrier. They identified additional barriers, as well, 
including learner discomfort, learner lack of experience, scheduling difficulties, and 
inconsistent requirements for participation across disciplines.  
Facilitators of implementation. Interestingly, within the literature reviewed, few 
studies examined the supports to the use of simulation. One article that explicitly 
examined the facilitators to implementation of simulation was the scoping review of 
simulation in interprofessional simulations by Lee et al. (2018). The authors found that 
the use of aspects of “best practice” (i.e. realistic cases, repetitive practice, debriefing 
sessions, and the inclusion of the simulation in a course) were facilitators to simulation 
use in the studies examined. Due to the limited relevant literature, further research is 
needed to determine the main facilitators of the implementation of simulation by 
academic programs. 
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Research limitations. The primary limitation in the current research is that the 
definition of simulation varies widely from study to study and includes both low-fidelity 
to high-fidelity activities. Simulation can range from experiences with a high-fidelity, 
life-like mannequin in a simulated acute care laboratory to the use of computer software 
simulation to written and video case studies (Bennett et al, 2017; Bethea et al., 2014; 
Dudding & Nottingham, 2018; Lee et al., 2018; Mori et al., 2015; Rutherford-Hemmings, 
2017; Wu & Shea, 2009). This lack of consensus on what is considered simulation makes 
it difficult to understand the actual rate of implementation of these methods across 
educational programs.  
 In addition, simulation can be used for many different purposes, but is generally 
not classified differently. For example, simulation may be used to teach skills, to practice 
learned skills, or to evaluate skill competency (Bennett et al., 2017; Bethea et al., 2014; 
Cant & Cooper, 2016). The outcomes of the various uses of simulation may vary and the 
goals of each are different; however, they are generally not examined separately in the 
research literature.  
Many of the systematic reviews and meta-analyses do not differentiate between 
simulations that include reflection and debriefing and those that do not. According to 
Kolb, reflection on the experience is an important part of simulation completion (Kolb, 
1984). Theoretically, this detail would have substantial impact on the student learning 
that occurs. However, this remains an under-researched aspect of simulation in health 
professions education literature, and occupational therapy literature, in particular. 
Throughout the literature, there are many other gaps in research discussed. 
  
26 
Studies of the use of simulation generally do not address client outcomes (Kaploni et al, 
2017). Longitudinal student outcomes are rarely examined (Yeung et al, 2013). The 
economic benefits are not generally analyzed and neither are the processes that facilitate 
successful implementation of simulation (Kaploni et al, 2017; Yeung et al., 2013). Few 
measures are used across studies, making cross-study comparison difficult (Cant & 
Cooper, 2016).  
Research Gap. There is a current gap in the research literature about the use of 
simulation as a fieldwork experience in occupational therapy. Due to the fact that the use 
of simulation as a fieldwork experience was only included in the most recent version of 
the ACOTE Education Standards (ACOTE, 2018), which do not go into effect until 2020, 
there is very limited research on the use of simulation as a fieldwork placement 
originating in the United States (Imms et al., 2018). The World Federation of 
Occupational Therapy does not address the use of simulation in their Occupational 
Therapy Education Minimum Standards (WFOT, 2016), further limiting research on this 
topic. The Occupational Therapy Council of Australia does allow for the use of 
simulation in partial fulfillment of their fieldwork requirements, though there is limited 
outcomes research. Therefore, there is a need for further research on the specific use of 
simulation as a fieldwork experience. 
Literature Conclusion 
Clearly, ongoing research of the use of simulation is indicated for occupational 
therapy. It is known that occupational therapy programs across the country are utilizing 
various methods of simulation (Bennett et al., 2017; Bethea et al., 2014; Gibbs et al., 
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2017; Ozelie & Both, 2016; Shea, 2015; Thomas et al, 2017; Wu & Shea, 2009; Yeung et 
al., 2013). However, while there is sufficient literature to show that simulation is both 
effective and widely utilized in health professions education, there is limited literature 
specific to occupational therapy that discusses best practice, supports and barriers to 
implementation, or student outcomes from simulation participation. In addition, there is 
very limited evidence about the use of simulation specifically as an occupational therapy 
fieldwork experience. It is of utmost importance that future research is conducted to 
further build the evidence base for the use of best-practice simulation as a fieldwork 
experience in occupational therapy education. 
Theoretical Basis 
Theoretical Basis of Traditional Fieldwork Model: Situated Learning Theory 
The primary occupational therapy fieldwork model currently used in the United 
States is known as the “apprenticeship model.” This is a 1:1 model where a single student 
is paired with a single occupational therapy fieldwork educator in a practice setting for a 
period of time. It has been frequently used throughout the history of occupational therapy 
education in the United States and continues to be the leading model utilized most 
frequently across the country (Hanson, 2015). 
One theory that describes and guides this method of learning well is Lave and 
Wenger’s situated learning theory. Situated learning theory seeks to describe how 
learning occurs “in situ” – that is, learning in the environment where the task is to occur 
(Lave, 1991). Through their examination of various groups of people utilizing 
apprenticeship models for learning (ranging from Yucatec midwives to meat cutters to 
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non-drinking alcoholics), Lave and Wenger determined that learning and knowledge 
acquisition requires social interaction and collaboration, not just transmission of 
information (Brown, Collins, & Duguid, 1989; Fenwick, 2000; Lave & Wenger, 1990). 
People learn as legitimate peripheral participants – first observing circumstances with 
limited participation, and then gradually increasing participation in the environment 
while gaining knowledge and expertise (Lave & Wenger, 1990). These interactions take 
place within social contexts known as communities of practice – which is in direct 
opposition to most traditional learning experiences within classrooms (Lave, 1991; Lave 
& Wenger, 1990). In general, this method of learning describes how occupational therapy 
students currently learn during fieldwork: through direct interaction with practicing 
therapists or professors, first observing and discussing and then gradually increasing 
participation until the student becomes a competent, independent practitioner. This may 
happen over a period of time within one experience, but also occurs throughout the 
student learning experience as they progress from their initial level I fieldwork to 
completion of full-time level II fieldworks toward the end of the occupational therapy 
education curriculum. 
Though the apprenticeship model has been widely utilized in occupational therapy 
fieldwork education, it presents many barriers to effective implementation as a fieldwork 
model in current healthcare and educational environments. This model requires a large 
number of fieldwork educators, as the therapists generally are paired 1:1 with an 
occupational therapy student. This resource-heavy model does little to mitigate the 
current fieldwork placement shortage. In addition, this model assumes that the fieldwork 
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educator is acting as “expert” and places the responsibility of educating the student 
primarily on one person. With potential fieldwork educators often feeling un- or under-
prepared, this model does little to provide the additional support the fieldwork educators 
and students may need. 
Due to these barriers, as well as those discussed above, a shift to the use of Kolb’s 
experiential learning theory is suggested as a guide for fieldwork education. 
Theoretical Basis of Simulation: Experiential Learning Theory 
While situated learning theory aligns well with traditional fieldwork models, 
Kolb’s experiential learning theory aligns well with the use of simulation as well as 
traditional fieldwork learning methods. Kolb (1984) describes a cyclical learning process, 
where learning occurs through a process of experiencing and reflecting. The four stages 
of his learning theory are: 
1) Concrete Experience (exposure to a new situation); 
2) Observation and Reflection (paying attention to differences between the 
experience and current understanding); 
3) Forming Abstract Concepts (a new idea or revising a previous idea); and 
4) Testing in New Situations (applying a concept to determine the results). 
Learning may begin at any stage in the cycle, but then must continue in order.  
Kolb’s theory places a high value on reflection as well as hands-on experience, 
which is a divergence from situated learning theory and its emphasis on the importance of 
learning through observation prior to doing. Observation and reflection generally must be 
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facilitated to optimize learning for the learner. Frequent opportunities to practice, test, 
and implement skills also result in improved learning, per Kolb’s theory. 
Conclusion 
The use of simulation provides students with high-quality clinical learning 
experiences while also overcoming many of the barriers posed by a traditional 
apprenticeship model. For these reasons, simulation, guided by Kolb’s experiential 
learning theory, is recommended to inform future guidelines and standards for fieldwork 
education. 
However, is important to note that although the use of simulation offers many 
benefits and addresses both areas identified in the problem model (placement shortage 
and variable placement quality), it does not fully resolve these issues. It addresses both 
the shortage and quality of level I fieldwork placements as well as the shortage of level II 
fieldwork placements. However, the quality of level II fieldwork placements is not 
addressed through this proposed solution. Therefore, the use of simulation as a level I 
fieldwork experience should be considered as only a partial solution and should be 
utilized in conjunction with other attempts to address the overarching problem of needing 
a new fieldwork model. 
The next chapter describes further how simulation can be used as a level I 
fieldwork experience and details the creation of a national survey to determine current 
use of two types of simulation by occupational therapy education programs: standardized 
patients and simulated environments. 
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Chapter 3: Description of the Project 
Introduction 
Fieldwork education is an essential part of occupational therapy education in the 
United States. Both occupational therapy and occupational therapy assistant programs are 
required to provide students with two types of fieldwork: level I fieldwork, which are 
shorter, initial learning experiences designed to enhance didactic coursework, and level II 
fieldwork, which are full-time experiences that occur at the end of the educational 
program and are meant to create entry-level therapists (Accreditation Council for 
Occupational Therapy Education [ACOTE], 2018). The requirements for fieldwork 
completion are set by ACOTE and laid out in the occupational therapy educational 
standards. The newest version of the educational standards, written in 2018, will be 
effective as of July 31, 2020. 
Level I Fieldwork Description 
Per the 2018 ACOTE Standards, the “goal of level I fieldwork is to introduce 
students to fieldwork, apply knowledge to practice, and develop understanding of the 
needs of clients” (ACOTE, 2018). The level I fieldwork placements must be provided by 
occupational therapy (OT) and occupational therapy assistant (OTA) academic programs 
to all students. Each academic program must set their own learning objectives for level I 
fieldwork and ensure that the student is evaluated for their performance during the 
placement.  
The ACOTE standards state that level I fieldwork experiences do not need to be 
supervised by an occupational therapist. Rather, the standards state that “…personnel 
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who supervise Level I fieldwork are informed of the curriculum and fieldwork program 
design and affirm their ability to support the fieldwork experience” (ACOTE, 2018). 
Examples of qualified personnel in the standards are: Occupational therapists and 
occupational therapy assistants, psychologists, physician assistants, teachers, social 
workers, physicians, speech language pathologists, nurses, and physical therapists.  
 Notably, during level I fieldwork experiences, students have reported that the 
most common learning activity is observation (Haynes, 2011). Few students report 
hands-on learning experience during level I fieldwork, though evidence indicates that 
active learning leads to improved outcomes (Haynes, 2011; Shin et al., 2014). Given that 
one of the main goals of level I fieldwork is to apply knowledge to practice, and that 
active participation is a more effective method of learning; there seems to be a disconnect 
between the goals of level I fieldwork and what commonly happens during those 
placements. By participating in primarily observational experiences, students are missing 
opportunities to improve learning through hands-on participation that focus on the “apply 
knowledge to practice” goal of level I fieldwork. 
Previously, there were not specific methodologies dictated for the completion of 
level I fieldwork experiences, though literature tells us that it generally occurs in 
traditional settings, such as acute care and rehabilitation hospitals, schools, psychiatric 
hospitals, and outpatient centers, under the supervision of a licensed occupational 
therapist in an apprenticeship model (Haynes, 2011; Johnson et al., 2006). However, the 
new educational standards state that level I fieldwork can be completed using a 
combination of the following: 
  
33 
• Simulated environments, 
• Standardized patients, 
• Faculty practice, 
• Faculty-led site visits, and/or 
• Supervision by a fieldwork educator in a practice environment. 
The incorporation of a variety of experiential learning methods as allowable level I 
fieldwork activities may increase the number of students who have hands-on 
opportunities during their initial occupational therapy fieldwork experiences, further 
addressing the “apply knowledge to practice” goal of level I fieldwork. The incorporation 
of these methods also signals the beginning of a shift away from the primary use of an 
apprenticeship model, based on situated learning theory (Lave, 1991), and toward a wider 
variety of models guided by other learning theories. As discussed in chapter two, Kolb’s 
experiential learning theory can offer theoretical guidance to many of these experiences, 
but particularly to those that incorporate simulation: standardized patients and simulated 
environments (Kolb, 1984). 
Simulation Description 
With the addition of different types of learning experiences to the level I 
fieldwork standards, there is now some precedent for programs to utilize new and 
innovative ways to provide students with initial, hands-on learning experiences as part of 
fieldwork. It has been documented that a wide variety of types of simulation have been 
widely adopted and implemented by many academic programs in didactic coursework 
(Bethea et al., 2015). As discussed previously, the incorporation of a variety of 
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experiential learning methods, including simulation, will provide increased hands-on 
opportunities for students. However, the primary purpose of this paper is related to two 
specific types of experiential learning methods: standardized patients and simulated 
environments, which are the two types of simulation specifically detailed in the 2019 
ACOTE Occupational Therapy Education Standards. Definitions and examples of these 
types of simulation are provided below. 
Standardized Patients 
ACOTE (2018) has defined a standardized patient as, “An individual who has 
been trained to portray in a consistent, standardized manner, a patient/client with 
occupational needs.” In practice, a standardized patient may or may not have an actual 
diagnosis; the important aspect is the training to portray their occupational need (either 
real or simulated) in a standardized manner (p. 54).  
Standardized patient encounters may be high fidelity or low fidelity; that is, more 
or less true to an authentic encounter (Bethea et al., 2015; Lee et al., 2018; Shea, 2015). 
The complexity of standardized patient encounters range, as well. The more complex 
encounters may include multiple patients with extensive scripts and simulated medical 
equipment. At the other end of the spectrum, a professor who is simulating a variety of 
strength levels during manual muscle testing practice is also considered a standardized 
patient. Standardized patients may be used for learning activities, competencies and 
exams, or both. Students may interact with standardized patients alone, in dyads, or in 
groups (Thomas et al., 2017; Velde, Lane, & Clay, 2009). The encounters may focus on 
“soft” skills, hands-on abilities, or even perhaps treatment planning (Bennett et al., 2017; 
  
35 
Cant & Cooper, 2016; Yeung et al., 2013). There are an immense number of ways 
standardized patients can be implemented into a curriculum. Two examples of the 
implementation of simulation are given below. 
Exemplar #1: Standardized patients in mental health. 
During the 3rd semester in an entry-level OT doctoral program, students complete 
a 3-credit course about mental health service delivery in occupational therapy. This 
course covers material about a wide variety of mental health diagnoses and conditions as 
well as occupational intervention for clients with mental health concerns. Simultaneously, 
the students complete a 1-credit level I fieldwork course with a focus on mental health. 
As part of this level I fieldwork experience, students participate in a standardized 
patient encounter. The standardized patients for this experience are young adults who 
have a history of substance abuse disorder. They are currently in recovery from 
alcoholism and have agreed to act as standardized patients for these learning activities. 
The actors do not receive a script as they tell their own stories and act as themselves. This 
reduces the training required for the standardized patients while still allowing the 
experience to be standardized across students. The actors are recruited through 
acquaintances of the various faculty of the program and are provided a stipend for their 
participation. The learning activity occurs on-campus in an interprofessional learning 
clinic, equipped with video recording and monitoring devices. The interactions are 
recorded and supervised by occupational therapy fieldwork faculty. The planning and 
execution of this simulation is part of the fieldwork faculty workload. 
 Approximately 1 week prior to the experience, the students receive a short case 
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synopsis about the client. During the simulation experience, in teams of 5-6 people, the 
students perform an occupational interview and assessment of the client. Each team has 1 
hour with the client before proceeding to documentation time. During documentation 
time, each team creates both long- and short-term goals as well as 3 treatment activities 
related to those goals. Following the documentation time, the team participates in a 
debriefing session with an occupational therapy fieldwork faculty member. During this 
time they discuss take-away learning moments, challenges, and successes, and review 
and modify the treatment plan. 
Guiding questions, as well as an example case synopsis presented to the students 
prior to the encounter, are included in Appendix A. 
Exemplar #2: Standardized patients in acute care. 
 During their last semester of didactic coursework during the second year of an 
entry-level OT doctoral program, students who are scheduled to complete an acute care 
level II fieldwork participate in standardized patient encounters in an on-campus acute 
care lab. The goal of the experience is to learn to successfully manage medical equipment 
and room set-up in an acute care environment.  
This simulation activity takes place in an on-campus acute care lab that contains 4 
simulated acute care “rooms” including all equipment (hospital bed, suction, call lights, 
phones, tables, etc.). This simulation experience is facilitated by occupational therapy 
fieldwork educators from local acute care hospitals as well as program fieldwork faculty. 
Time to plan and coordinate the experience is built into the workload of the fieldwork 
faculty; fieldwork educators are compensated for their time via the department budget. 
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 This standardized patient encounter includes four different standardized patient 
scenarios, each with different diagnoses, symptoms, equipment, and precautions. Each 
patient scenario is developed in collaboration between the fieldwork faculty at the 
academic program and acute care clinical educators from local hospitals to ensure that the 
patients represented are realistic for current practice. The standardized patient scenarios 
do not have a storyline or script. Rather, each standardized patient has an occupation 
based goal for the session. Examples of these goals include lower-body dressing at the 
edge of the bed, completing grooming tasks while standing at the sink, and toileting using 
a bedside commode. 
The standardized patients are recruited from the third year OT doctoral students 
who have successfully completed an acute care level II fieldwork experience. The 3rd 
year students participate as part of their Advanced Doctoral Experience (Capstone) and 
are not compensated monetarily for their time. Prior to the experience, the patient 
scenario is reviewed with each standardized patient to ensure that they actor understands 
how to act in a realistic manner. Immediately prior to the experience, the standardized 
patients dress in hospital gowns and are attached to various medical equipment (including 
IVs, G-tubes, drains, splints, etc.) with the assistance of the simulation coordinator (a 
paid staff person employed by the academic program). 
Prior to the experience, the students receive case scenarios as well as a list of 
suggested topics to review. During the 2-hour simulation experience, teams of 3-4 
students spend thirty minutes with each standardized patient, rotating through each 
simulation. The fieldwork educators facilitate the experiences, offering suggestions and 
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feedback about student techniques and hands-on skills. Following the simulations, the 
students and fieldwork educators participate in a debrief session facilitated by program 
fieldwork faculty focused on take-away learning, challenges and successes, and next 
steps. 
An example patient scenario and student instructions are provided in Appendix B. 
Simulated Environments 
Simulated environments are defined as “A setting that provides an experience 
similar to a real-world setting in order to allow clients to practice specific occupations 
[e.g., driving simulation center, bathroom or kitchen centers in a rehabilitation unit, work 
hardening units or centers]” (ACOTE, 2018, p. 54). Simulated environments may be 
housed at the academic program facilities or at another location, like a rehab hospital or 
outpatient clinic. 
For the purposes of this project, simulated environments where clients do not 
practice specific occupations – for example, a simulated acute care environment – will 
not be included as “simulated environments.” This exclusion is included to ensure 
examples given align with the definition provide by ACOTE (2018); however, further 
clarification is needed for a definitive answer about what environments meet the 
standard. 
Example experiences using simulated environments are listed below. 
Exemplar #3: Driving simulated environment. 
 A driving simulation center serves as a learning experience for students in an 
entry-level occupational therapy program. The driving simulation center is located in an 
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outpatient rehabilitation clinic that provides access to occupational therapy students on 
weekday evenings outside of typical treatment times. Students are oriented to the driving 
simulator by an occupational therapist who specializes in driving rehabilitation. The 
therapist demonstrates how the driving simulator works and describes how it can be 
utilized as part of an occupational therapy driving rehabilitation program. After the 
orientation, students experience the driving simulator themselves and have the 
opportunity to ask questions to the occupational therapist about the simulator and driving 
rehabilitation in general. Following the experience, the students write a short reflective 
essay about their experiences and pros/cons of using a driving simulator versus other 
methods of driving evaluation and training that they have learned about during their 
didactic coursework. 
Exemplar #4: Apartment simulated environment. 
 During the fourth semester of didactic coursework, entry-level OT students 
participate in an on-campus simulated environment experience as part of a physical 
dysfunction course. The experience is designed to help students better understand the 
impact the environment has on participation in occupation and learn to make appropriate 
recommendations for environmental adaptations. 
 Students receive a client profile one week prior to the experience that describes 
the client and the client’s current occupational difficulties. During the experience, the 
students have access for 30 minutes to an on-campus simulated apartment that has been 
set up with a variety of safety concerns and other potentially limiting factors. Some 
examples of safety concerns and limiting factors include: throw rugs without non-slip 
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backing, use of extension cords across doorways, lack of adaptive bathroom equipment, 
pots and dishes on shelves out of reach, clothing on the floor in the bedroom, unlabeled 
medications on the counter, expired food in the fridge, and cardboard boxes piled 
precariously in the corner. This simulated environment is set up prior to the experience 
by the course faculty with assistance from department graduate assistants. 
Based on the client profile and the set-up of the apartment, the students must 
make 5 recommendations for changes to the set-up of the apartment to help facilitate 
client safety and/or improved occupational performance. The students document their 
recommendations and submit them to a faculty member for grading. The client 
description is included in Appendix C. 
Logic Model 
A logic model describing the use of simulation in occupational therapy education 
is included as Appendix D. This logic model describes in detail the various 
considerations surrounding the use of simulation as a level I fieldwork experience. First, 
it lists the various clients involved, including OT and OTA academic programs, the 
American Occupational Therapy Association (AOTA), and ACOTE. It describes the 
program resources most commonly available to the clients. It then aligns the problem (a 
shortage of level I and level II placements/poor quality of placements due to un- and 
under-prepared fieldwork educators) and solution (the use of simulation as fieldwork) 
with theory. This theory includes both situated learning theory and experiential learning 
theory. Finally, it examines the outputs and outcomes of the implementation of 
simulation for both academic programs and fieldwork sites. The outputs include the 
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number of level I fieldwork placements and the number of student participants. The 
outcomes range from short- to long-term and includes things like improved student 
learning, decreased pressure on academic programs and fieldwork sites, and increased 
fieldwork site capacity for level II fieldwork placements. The model also describes the 
external and environmental factors that are taken into consideration. 
Experiential Learning as Fieldwork Versus Didactic Coursework 
 It is important to acknowledge that experiential learning models, including 
standardized patients and simulated environments, can be utilized in occupational therapy 
education in a variety of ways. Previously, programs who implemented these models had 
the opportunity to utilize them throughout the didactic curriculum of the program. 
However, the 2018 ACOTE Standards now allow for the use as a fieldwork experience. 
 To qualify as a fieldwork, the experiences must meet certain criteria as laid out in 
the 2018 ACOTE Standards. First, there must be specific fieldwork objectives for the 
experiences, and those objectives must include a psychosocial objective. Experiences that 
are not counted as fieldwork do not need to have these specific objectives documented. 
Second, if there is an outside site involved (i.e. an outside hospital, rehab department, or 
center), there needs to be a valid memorandum of understanding in place between the 
academic program and the fieldwork site. If a site is utilized for a reason other than for 
fieldwork, a memorandum of understanding is not required. Finally, the ACOTE 
Standards require that “All Level I fieldwork must be comparable in rigor” (ACOTE, 
2018). The ACOTE Standards do not specify how to ensure or document comparable 
rigor across level I fieldwork placements. Therefore, it is up to each academic program to 
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determine the best way to ensure that the rigor is comparable across experiences, whether 
the experience is a traditional level I experience or an experience utilizing the other 
experiential methods outlined in the standards.  
Study Development 
Given the relative dearth of literature on the current use of standardized clients or 
simulated environments by occupational therapy academic programs in lieu of traditional 
level I fieldwork placements, it was determined that further research into the use of these 
methods by academic programs is warranted. Little is known about the efficacy of 
simulation in occupational therapy education or the supports and barriers to the 
implementation of simulation as a fieldwork experience. Even the general level of 
adoption of these specific teaching methods by academic programs is unknown.  
Therefore, a survey was developed and distributed to gather information from 
academic programs about their use of experiential learning methods, including the use of 
standardized clients and simulated environments. The results of this survey will help 
identify “early adopters” of these methods who may act as examples for other programs. 
These “early adopter” programs have implemented the use of experiential learning 
methods at multiple points throughout their OT or OTA curriculum. The results will also 
identify the primary supports and barriers to implementation as well as relationships 
between the rate of adoption of simulation and program characteristics. Examples of 
program characteristics include degree level awarded, or a public versus private 
university or college. 
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Purpose of the Study 
The primary question that this author seeks to address is:  In light of the recent 
ACOTE education standard revisions, what are the barriers and supports to the 
implementation of simulation as level I fieldwork experiences?  A secondary aim is to 
determine if there are potential relationships between program characteristics and the 
successful implementation of these simulation by the academic program. Finally, the 
author seeks to determine rates of usage of both standardized patients and simulated 
environments by occupational therapy programs in the United States.  
Stakeholder Investment 
Following the completion of this study, it is hoped that the results will be useful 
for: 
• AOTA, particularly the Commission on Education, to use for providing support to 
AOTA members and academic programs via training and information 
dissemination; 
• ACOTE, for the use in revising and shaping future academic standards; 
• OT and OTA academic program leadership, to help inform decisions about the 
implementation of these methods within their own programs; 
• Fieldwork educators, to better understand the preparation students receive prior to 
commencing full-time level II fieldwork placements; and 
• OT and OTA students, to allow for an understanding of the scope of level I 
fieldwork and to facilitate decisions regarding program selection. 
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Some stakeholders share similar or related questions to that of the researcher. For 
example, the AOTA Commission on Education is primarily interested in the rate of 
adoption of simulation by academic programs as well as current supports and barriers. 
However, they are also interested more broadly in the frequency of intra-professional 
collaboration during simulation experiences. Therefore, questions about intra-
professional involvement were added to the survey, though the results are not discussed 
in this paper. 
Study Support 
The author completed the survey portion of this research as part of her 
participation in the AOTA Emerging Leaders Development Program (ELDP). This 
program “recognizes and invests in students and new practitioners who demonstrate 
dedication and commitment to professional service at the start of their career” (AOTA, 
2019). This program matches each participant with a mentor within AOTA, who then 
provides ongoing mentorship for each participant for a year and helps identify areas for 
the participant to volunteer services within AOTA. Because of the author’s participation 
in the AOTA ELDP, this survey was reviewed and approved by the AOTA Commission 
on Education and distributed to potential participants by AOTA. Support was also 
provided throughout the survey process by the author’s ELDP mentor. 
Additional support for this project was provided by the MGH IHP, which is the 
author’s primary place of employment. The MGH IHP provided technical support for 
survey distribution and analysis, as well as personnel to support analysis of the survey 
results. The study itself was exempted by the Boston University Institutional Review 
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Board (IRB) and completed under the guidance of the author’s faculty mentor. The IRB 
exemption letter is included as Appendix E. 
Research Design 
The research design is a mixed-methods sequential exploratory design. It consists 
of a web-based survey, the results of which are included in this paper. Both descriptive 
analysis of program characteristics and exploratory analysis of short answers to questions 
are included. This study does not seek to establish causation, but rather describes the 
current rate of implementation of standardized patients and simulated environments by 
occupational therapy academic programs, explores barriers and facilitators to 
implementations, and seeks to determine if there are correlations between program 
characteristics and the implementation of standardized patients and/or simulated 
environments. This paper also describes future plans for focus groups with individual 
academic program representatives identified through survey responses. These focus 
groups will further explore the themes identified through the survey results. 
Tool Development 
 The survey tool was developed by the primary author to address all areas of 
experiential learning described in the current (as of Spring 2018) draft version of the 
ACOTE Academic Standards. It was reviewed by content experts from three different 
academic institutions and was revised based on feedback provided to the author. The 
survey was then presented at a meeting of the AOTA Commission on Education and was 
revised based on feedback from the commission members. Following those revisions, the 
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web-based survey was distributed (See appendix F for full survey). 
Scope of the Survey 
Following IRB exemption, the national survey was distributed at two points in 
time, once during the Spring of 2018 and once during the Fall of 2018. It was sent via 
email to the program director and academic fieldwork coordinator on record for every OT 
and OTA program in the United States by an AOTA staff member. The email contained a 
short description of the study along with a link to the survey which was housed on 
Formstack, a web-based survey tool. The email was sent by an official AOTA email 
address. The email is included in this paper as Appendix G. 
The inclusion criterion to participate in the survey was that the person must be a 
representative of an OT or OTA program within the United States.  
Survey Structure 
The survey collected two types of information: Quantitative descriptive 
information and open-ended questions. The quantitative information included questions 
about program characteristics, including location, size of cohorts, public or private status, 
and age of program. There were also quantitative questions about the rate of 
implementation of the types of simulation. The open-ended questions pertained to the 
implementation of simulation, when in the curriculum it is utilized, if it is intra- or inter- 
professional, if it is graded, what the experiences entail, supports and barriers to 
implementation, and plans for future implementation. Finally, the survey also provided 
the opportunity for the participant to provide contact information for future contact by the 
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author to further explore the topics discussed. 
The variables presented below were included in the survey and used to organize 
the descriptive analysis. The full questions are included in the survey are available in 
Appendix F. 
• Degree Level: Nominal variable, five categories (OTA – associate’s degree, 
OTA – bachelor’s degree, OT – master’s degree, OT – doctoral degree, other) 
• Age of Program: Interval variable, four categories (<5 years, 5-10 years, 10-
15 years, >15 years) 
• Class Size: Interval variable, measured by number of students 
• Type of Institution: Nominal variable, two categories (public or private) 
• Use of standardized patients: Nominal variable, two categories (yes or no) 
• Use of simulated environments: Nominal variable, two categories (yes or no) 
Data Gathering 
During the initial portion of the research, data were collected through use of a 
web-based survey housed on Formstack, a web-based survey platform. The link to the 
survey was distributed through email, as described above. Results were initially stored on 
the Formstack platform and then exported to a Microsoft Excel file, and ultimately to 
SPSS, for analysis. 
Data Inclusion 
 For the purpose of this paper, only select questions from two sections of the 
survey that relate to usage of standardized patients and simulated environments were 
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analyzed. This decision was made to simplify the reporting of results, to facilitate 
cohesion of data presentation, and to allow for more in-depth analysis of themes and 
recommendations. The remainder of the survey sections will be analyzed by the primary 
author for future dissemination. Questions included in the current analysis are marked 
with an asterisk in Appendix F. 
Data Analysis 
First, a descriptive analysis of program characteristics was conducted. The 
distribution and frequencies of each variable were analyzed and displayed in appropriate 
charts and tables. A cross-tab analysis utilizing Pearson’s chi-squared tests was 
conducted to analyze for correlations between program characteristics and the use of 
standardized patients and/or simulated environments.  This analysis was conducted with 
support from a statistician at MGH Institute of Health Professions using SPSS software. 
Second, the open-ended questions were analyzed using a content analysis protocol 
to code the answers into content areas. In this protocol, the author and a secondary 
researcher unfamiliar with the study separately created code books. Once the code books 
were created, the author and the secondary researcher collaborated and discussed 
differences and similarities until there was an agreement about the content of the final 
code book. The author and the secondary researcher then separately coded the answers to 
the select questions; again, once coding was complete, the author and the secondary 
researcher collaborated and discussed differences and similarities until there was 
agreement about the coding of the answers. The most common codes were then compiled 
into themes for each analyzed question. 
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Data Management Plan 
For the online survey, all responses were automatically saved and stored on the 
web-based Formstack platform. They were then downloaded in entirety to an excel 
spreadsheet, where they were further manipulated and analyzed. For further statistical 
analysis, the data were then exported to an SPSS document, as well. Throughout the 
study, all information was stored on Dropbox, a secure, password protected cloud-based 
web platform. Only study staff, including the primary author and the author’s academic 
mentor, had access to the original survey data. An occupational therapy doctoral student 
who acted as a research assistant had access to select questionnaire results to assist with 
content analysis. A statistician associated with the MGH IHP was granted access to select 
questionnaire results, as well, to assist with statistical analysis.
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Chapter 4: Results and Discussion/Evaluation Plan 
Results of Survey 
Response Rates 
There were 113 responses to the survey. Of those responses, 15 were repeat 
programs, either with two separate people responding or the same person responding at 
two points in time. For data analysis, the latter of the responses was eliminated from the 
data set resulting in 98 responses. The 98 remaining responses were further checked for 
duplicates by examining the IP address from survey completion; an additional 1 data 
point was eliminated resulting in a total of 97 responses for analysis. It is possible that 
there were additional duplicates in the survey data not discovered due to the optional 
confidentiality offered to the participants; however, significant effort was made to 
remove duplicates.  
In total, it is unknown exactly how many people and programs received the 
emails, as access to the email distribution list was limited due to privacy considerations 
by the American Occupational Therapy Association (AOTA). However, it is known that 
there were 406 accredited occupational therapy (OT) and occupational therapy assistant 
(OTA) programs as of Spring 2018. There were 97 unique responses to the survey; 
however, some of the respondents represent more than one academic program. Therefore, 
a true response rate could not be calculated. 
Program Characteristics 
Of the 97 responses analyzed, 39 programs award associate’s degrees; 36 award 
master’s degrees, and 8 award entry-level doctoral degrees. 14 respondents reported they 
  
51 
award multiple entry-level degrees, such as a master’s and doctoral, or associate’s and 
master’s. The majority of the programs that responded (n=52) have been running for >15 
years, followed by running for <5 years (n=24) and 5-10 years (n=15). Reported class 
size ranges from 6 to 130 students, with a mean size of 32.45 students and a median of 30 
students. The type of institution reported was 50.5% private and 49.5% public. 
Table 4.1 
 
Program Characteristics   
     
Degree Level n % 
Associates 39 40.21 
Master's 36 37.11 
Doctoral 8 8.25 
Multiple  14 14.43 
     
Age of Program    
< 5 Years 24 24.74 
5-10 Years 15 15.46 
10-15 Years 6 6.19 
> 15 years 52 53.61 
     
Class Size    
Mean 32.45 33.45 
Median 30 30.93 
Range - Low 6 6.19 
Range - High 130 134.02 
     
Type of Institution    
Private 49 50.52 
Public 48 49.48 
   
Total 97 100 
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Simulation Usage Rates 
The initial results from the survey revealed that the majority of academic 
programs who responded to this survey do not utilize standardized patients (61.86%). The 
remaining programs stated they do not utilize standardized patients. Of the 97 total 
respondents, 16% have no plans to implement standardized patients, 14% do plan to 
implement the use of standardized patients in the next 1-2 years, and 32% reported they 
are unsure about implementation of standardized patients.
   
Figure 4.1. Current use of standardized patients. This figure depicts the current usage of 
standardized patients by academic programs, as well as future intentions for 
implementation. 
 
In contrast, the majority of academic programs reported that they utilize simulated 
environments (70.1%). Of the total respondents, 5% reported they do not use simulated 
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environments but plan to do so in the next 1-2 years, 8% reported they do not use 
simulated environments and have no plan to do so, and 17% reported they do not use 
simulated environments and are unsure about implementation. 
 
Figure 4.2. Current use of simulated environments. This figure depicts the current usage 
of simulated environments by academic programs, as well as future intentions for 
implementation. 
Statistical Analysis 
Based on the results of a crosstab analysis, there was a correlation found between 
institution type and the use of standardized patients. 50% of private institutions report 
utilizing standardized patients, but only 27.7% of public institutions did the same (phi 
coefficient = 0.229; p=0.024). When analyzed using a binary logistic regression, the odds 
of a private institution utilizing standardized patients were 2.62-fold higher (95% C.I) 
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implementation 
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when compared to public institutions. 
Table 4.2 
 
Institution Use of Standardized Patients 
    
  Yes No Total 
Public Institution     
Count 13 34 47 
% within institution type 27.70 72.30 100.00 
      
Private Institution     
Count 25 25 50 
% within institution type 50.00 50.00 100.00 
      
Total     
Count 38 59 97 
% within institution type 39.20 60.80 100.00 
 
Crosstab analyses revealed no other program characteristics that were correlated 
with standardized patients. No program characteristics correlated with simulated 
environments. Finally, there was no correlation between the use of standardized patients 
and simulated environments. 
Simulation Barriers and Resources  
Through content analysis of the short-answer questions about standardized 
patients, funding, personnel, physical space, lab equipment, simulation technology, 
institutional support, and access to volunteers were all identified as valuable resources to 
facilitate use of standardized patients by programs. The main barriers to implementation 
that were identified include funding, time, scheduling, limited space, a lack of knowledge 
of the process, limited receptivity, lack of volunteers/participants. Programs also 
identified concerns about case development and the quality of standardized patient 
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experiences versus experiences with “real” patients. Finally, multiple programs stated 
that their current curriculum structure prevents or limits the use of standardized patients. 
 Content analysis of the questions pertaining to simulated environments reveal 
similar themes. Programs reported that resources that support the use of simulated 
environments include funding, qualified personnel, physical space, equipment, and 
institutional support. Funding, time, qualified personnel, physical space, equipment and 
technology, curriculum design, and limited receptivity were identified as barriers to the 
use of simulated environments. 
Table 4.3 
 
Barriers and Supports to Implementation 
Standardized Patients   Simulated Environments 
Barriers 
 
Supports 
 
Barriers 
 
Supports 
Funding 
 
Funding 
 
Funding 
 
Funding 
Time 
 
Personnel 
 
Time 
 
Qualified Personnel 
Scheduling 
 
Physical Space 
 
Qualified Personnel 
 
Physical Space 
Limited Space 
 
Lab Equipment 
 
Physical Space 
 
Equipment 
Lack of Knowledge 
of the Process 
 
Simulation 
Technology 
 
Equipment and 
Technology 
 
Institutional Support 
Limited Receptivity 
to Use 
 
Institutional Support 
 
Curriculum Design 
 
  
Lack of Volunteers/ 
Participants 
 
Access to 
Volunteers 
 
Limited Receptivity 
 
  
Case Development 
     
  
Curriculum Design 
     
  
Concerns about 
Quality of 
Experience 
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Other Considerations 
  Throughout the short-answer questions about both standardized patients and 
simulated environments, there were frequent inconsistent interpretations of the type of 
experience described or a mislabeling of the type of simulation a program utilizes. This 
was seen as survey respondents described learning experiences that did not match the 
definition provided in the survey. For example, one survey respondent described bringing 
in real pediatric clients to participate in an occupational therapy handwriting camp 
facilitated by occupational therapy students as an example of utilizing standardized 
patients. Because the occupational therapy students worked with individual pediatric 
clients who did not present in a controlled, standardized manner across the student 
experiences, this cannot be considered a standardized patient experience. In another 
example, a respondent identified the use of a simulated hospital environment and 
mannequins as a simulated environment, which may not meet the definition of a 
simulated environment provided by the Accreditation Council for Occupational Therapy 
Education. The definition provided states that a simulated environment is “similar to a 
real-world setting in order to allow clients to practice specific occupations” (ACOTE, 
2018). The definition in the standards focuses on the client’s participation, not the 
therapist’s participation, and therefore leaves room for misinterpretation about what 
settings may qualify. 
Discussion 
The initial results from the survey reveal that the majority of academic programs 
that responded to this survey do not utilize standardized patients, though of the group that 
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does not, some stated they have plans to implement the use of standardized patients in the 
future. This could indicate a growing interest in and acceptance of the use of standardized 
clients as a viable teaching method in entry-level programs. Conversely, simulated 
environments are already widely utilized by academic programs. Further analysis of 
survey data will be required to determine specifically what simulated environments are 
utilized by academic programs, and if the environments described meet the ACOTE 
definition of simulated environments as interpreted by the author. 
Unsurprisingly, funding was identified as a main barrier to implementation of 
both standardized patients and simulated environments. Simulation experiences are often 
considered resource intensive and require an investment of finances in equipment and 
space as well as personnel availability and training. Programs may benefit from peer-
sharing of techniques and strategies to address these barriers and determine ways to 
decrease the cost of the experiences. 
One excellent example of a way to reduce cost is for programs to rely on alumni, 
faculty, or even current students to act as standardized patients. Another way to lower the 
cost of standardized patient experiences is by utilizing lower-cost, low-fidelity 
experiences versus high-cost, high-fidelity simulations (Dalwood, Maloney, Cox, & 
Morgan, 2018; Murphy, Imam, & MacIntyre, 2015; Shoemaker, Riemersma, & Perkins, 
2009). Academic programs may be unaware of the variety of high- and low-fidelity 
experiences that are considered standardized patient experiences; broadening the 
understanding of the ways that standardized patients can be incorporated into curriculum 
and into level I fieldwork experiences begins to address some of the financial barriers 
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preventing implementation. For simulated environments, building relationships with local 
hospitals, rehabilitation centers, and even schools can enable low-cost experiences. 
Programs face real and perceived financial barriers to implementation of simulation; 
enabling sharing of ways to overcome these barriers will perhaps allow wider 
implementation of these practices. 
Space and equipment for standardized patient encounters was listed as a common 
barrier and support to implementation; the same holds true for simulated environments. It 
is logical that having appropriate and adequate space and equipment would make 
implementation of the activities easier. It can also be assumed that programs that have 
already implemented the use of these simulation methods would have invested in the 
needed space and equipment. This investment in space and equipment requires 
institutional support and commitment from the academic program by way of financial 
funding as well as manpower (building, acquiring, planning, etc.). 
A lack of qualified personnel, or availability of qualified personnel, to facilitate 
the experiences was also highlighted as a barrier for both simulated environments and 
standardized patients. For all activities, the availability of qualified personnel must be 
considered. Time to create and facilitate the experiences must be built into faculty work-
load, or, additional personnel must be hired. This provision of time and/or personnel can 
only be accomplished with institutional support. Therefore, a lack of personnel is tied 
intricately to a lack of institutional support and/or lack of receptivity, which was also 
cited as a frequent barrier to implementation.  
Ultimately, many of these resources, or lack thereof, depend on institutional 
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support and adequate funding. Despite the best efforts of programs to make standardized 
patients and simulated environments low-cost, there is a financial burden that results 
from the implementation of these simulation experiences. Resources to implement these 
experiences must be provided through program budgets, grants, or other sources.  There 
is a need to highlight this need to program chairs and the institutions the programs are 
housed under to ensure that the financial requirements for the implementation of 
simulation experiences are explained clearly and met adequately.  
The only program characteristic that correlated with the use of simulation 
methods was program type, as private institutions were 2.62x more likely to utilize 
standardized patients that public institutions. The reasons for this is unclear, but perhaps 
is tied to the amount of funding available to private institutions versus public institutions 
for implementation of this activities. Additional research is indicated in this area. 
The ability of academic programs to secure sufficient funding is potentially made 
more difficult by the current ACOTE standards (2018). In these standards, both simulated 
environments and standardized patients are listed as options for traditional level I 
fieldwork experiences rather than as requirements. It is possible that many institutions are 
unlikely to provide additional funding for optional experiences. Without funding, it is 
likely that implementation rates across all programs will remain low, and low levels of 
implementation do little to address the widespread shortage of fieldwork placements that 
was discussed earlier in this paper. To address this shortage, it may be necessary for 
ACOTE to move forward with mandating the use of experiential learning opportunities 
(including standardized patients and simulated environments, along with other non-
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traditional fieldwork models) as replacements for portions of traditional level I fieldwork 
experiences in the occupational therapy educational standards. 
The survey identified that many programs feel they are underequipped not only in 
funding and time, but also in training and the ability to successfully implement the 
experiential teaching methods and simulation. There is clearly a need for additional 
education and published resources to allow programs to successfully utilize these 
methods in ways that will improve student outcomes while reducing the burden of 
implementation on programs. Thus far, ACOTE and AOTA have provided little in the 
way of formal training and resources to occupational therapy programs about experiential 
learning techniques, though this may be changing, as evidenced by the provision of a 
workshop titled “Innovative Strategies to Integrate Standardized Patients into OT 
Curricula” at the 2019 AOTA Annual Conference (AOTA, n.d.a). Future resources may 
take the form of workshops, published case studies, or guidelines on best practice for 
simulation experiences. 
Interestingly, there were many different interpretations of the definition of 
simulated environment as stated by ACOTE. The definition provided on the survey was 
“Simulated Environments are defined as treatment settings that provide an experience 
similar to a real-world setting in order to allow clients to practice specific occupations 
(e.g. driving simulation center, bathroom or kitchen centers in a rehabilitation unit, work 
hardening units or center).” Many of the respondents stated that their use of simulated 
environments utilized include simulated intensive care unit settings, hospital rooms, or 
the use of high-fidelity mannequins. These may not meet the ACOTE definition of 
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simulated environments as they are generally not similar to a real-world setting where a 
client would practice specific occupations. The differing interpretations of the definition 
provided by ACOTE indicates that there is a need for further clarification of the 
definition of this term and what environments can be used by academic programs to meet 
the standard. 
Study Limitations 
This study has some limitations and the results should be interpreted as such. 
First, though the survey was distributed on two occasions to all program directors and 
academic fieldwork coordinators, it had a relatively low response rate. Therefore, this 
survey cannot be deemed representative of the population of entry-level occupational 
therapy academic programs in the country. 
Second, this survey likely has a high response bias. Based on voluntary 
participation, it is possible that survey respondents are likely to have experience with 
experiential learning methods within their program or have strong feelings against use of 
experiential learning methods. Therefore, it is likely that a large group of programs that 
do not have strong feelings or extensive experience with experiential learning techniques 
are not represented by the survey. 
Third, this study utilized definitions of experiential learning techniques included 
in the ACOTE educational standards (2018). It is possible, and even likely, that many of 
the definitions were unclear or misunderstood by the respondents. Therefore, it is 
possible that program actual implementation of simulated environments and standardized 
patients is higher or lower than what was reported in the survey. 
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Finally, this paper includes only an initial analysis of a select number of questions 
from the original survey. To more fully understand the themes and rates of 
implementation of the various experiential learning methods, a more thorough analysis 
must be completed. These results should be viewed as preliminary until a more thorough 
analysis of all the experiential learning methods is undertaken. 
Next Steps: Further Investigation 
As discussed earlier in the paper, the next stage of this research study will consist 
of focus groups; the participants will be identified based on the results of the survey. The 
focus groups will require approval of an institutional review board (IRB) before 
commencement. Therefore, the author will submit a study protocol to the IRB through 
her place of employment prior to the study commencement. Once approved or exempted, 
the focus groups be scheduled. Ideally, they will occur during the Fall of 2019 via Zoom, 
a web-based video-conferencing platform, to allow for participants in a variety of 
locations across the US to participate. They will be facilitated by the main author. Ideally, 
there will be 4–5 “early adopter” program representatives included who have successfully 
implemented simulation throughout their OT and OTA curriculum to serve as exemplars. 
The author will also identify and include 4-5 program representatives who have very 
limited or no implementation of simulation within their curriculums to participate in a 
separate focus group. This will allow for a better understanding as to what prevents 
successful implementation of simulation in occupational therapy education curriculums.  
The focus groups will contain open-ended questions relating to the above topics. 
There will be guiding questions that allow for the author to further explore and collect 
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additional information relating to supports and barriers to implementation and 
descriptions of both successful and unsuccessful simulation experiences (see Appendix 
H). There will also be room for further discussion about the feasibility and usefulness of 
simulation, best practice in simulation use, and discussion about future plans relating to 
simulation implementation.  
The information gathered from the focus groups will allow for full qualitative 
analysis of themes discussed, enhancing the information previously gathered from the 
survey, which provides only limited insight into perceived barriers and supports to 
implementation of simulation. Discussion surrounding these topics will provide a richer, 
more full understanding of the experience of the program representatives.  
The focus groups will provide qualitative data for analysis.  Data will be in the 
form of notes from the facilitator as well as transcriptions of the sessions. Sessions will 
be video-recorded to allow for transcription post sessions. Qualitative analysis methods 
will be used on the data from the focus groups. This will involve the use of qualitative 
research software, such as NVivo, to help the researcher identify themes. 
Recommendations 
 Based on the results from the survey, the author makes the following 
recommendations: 
• AOTA’s Commission on Education should further explore the needs of academic 
programs relating to the implementation of standardized patients and simulated 
environments as level I fieldwork experiences. 
• Once a needs assessment has been conducted, AOTA should develop and 
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distribute programming and resources to help meet the identified needs of the 
academic programs.  
• ACOTE should further clarify the definitions of both standardized patients and 
simulated environments within the educational standards interpretive guide, as 
well as educate the OT and OTA academic programs about the definitions. 
• ACOTE should consider mandating the implementation of experiential learning 
methods by academic programs in lieu of some level I fieldwork experiences, 
with the goal of reducing burden on existing fieldwork sites and educators and 
improving quality of level I fieldwork experiences. 
• Further research should be conducted to determine what is best practice with the 
use of simulated patients and simulated environments in occupational therapy 
education, and the results of the research should be widely disseminated to help 
guide implementation by occupational therapy education programs across the 
country. 
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Chapter 5: Funding Plan 
Project Description 
 The newest Accreditation Council for Occupational Therapy Education (ACOTE) 
Standards include a provision for the use of experiential learning methods as level I 
fieldwork experiences by entry-level occupational therapy (OT) education programs 
(ACOTE, 2018). Included in these experiences are two specific types of simulation: 
simulated environments and standardized patients. Earlier versions of the ACOTE 
Standards did not allow for the use of simulation as a level I fieldwork experience. This 
use of simulation as a fieldwork training method is an emerging area of occupational 
therapy education that has limited research on its use and best practice.  
This doctoral project sought to contribute to the existing knowledge by 
conducting a research study which investigated the current use of both simulated 
environments and standardized patients by academic programs, as well as identifying the 
primary supports and barriers to its implementation. The first phase of the research study 
included the creation, distribution, and analysis of a national survey distributed to entry-
level occupational therapy programs. The second phase of the study will consist of the 
implementation of focus groups to further investigate the barriers and supports to 
implementation of these types of simulation by occupational therapy academic programs 
that were described in the survey. The results of this study will help inform future 
ACOTE Standards, provide both The American Occupational Therapy Association 
(AOTA) and ACOTE with additional information to help determine how to best provide 
resources for academic programs that facilitate successful implementation of the 
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simulation methods, and help identify programs that can participate in the dissemination 
of best practice in the use of these simulated learning methods as fieldwork experiences. 
This chapter describes the funding plan for all aspects of this project, from study 
conception to dissemination. It describes the costs that were required to create, distribute, 
and analyze the results of the national survey. It also describes the future costs of phase 2 
which includes planned focus groups, as well as costs that may be associated with 
dissemination of the study results.  
Survey Expenses 
The actualized costs for the initial development, distribution, and analysis of the 
survey were limited due to provision of resources by a variety of stakeholders. The 
survey was developed with the input of a variety of stakeholders from the AOTA 
Commission on Education (COE), the author’s Emerging Leader Development Program 
(ELDP) mentor, doctoral academic mentor, and other content experts from the author’s 
network. The time of all these stakeholders was provided without cost. The survey was 
built and housed on Formstack, an online form creation service. This did not have an 
associated cost, as it was created under the license of the MGH Institute of Health 
Professions (MGH IHP). The value of this license, based on information from the 
Formstack website, is $19/month. This cost includes a Bronze membership which is the 
most basic membership available (Formstack, n.d.). Following development, the survey 
was submitted to the Boston University Institutional Review Board (IRB) and was given 
exempt status. The survey was then distributed electronically by AOTA to all OT 
program directors and academic fieldwork coordinators, as it was created in conjunction 
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with the AOTA COE. There was no fee for this distribution. 
 The survey results were analyzed utilizing Microsoft Excel with consultation 
provided by a statistician employed by MGH IHP. The author was able to utilize a 
previously purchased Microsoft Excel license at no cost. If purchased independently, a 
subscription to Microsoft Office 365 is $69.99/year for a personal membership 
(Microsoft 365, n.d.). The statistics consultation was provided at no cost as a benefit of 
the author’s affiliation with the MGH IHP. The statistics consult is otherwise estimated to 
cost $75/hour. In addition, a secondary researcher assisted with the content analysis and 
coding of the survey results. The time of this researcher was provided at no cost as the 
secondary researcher participated in partial fulfillment of her OT doctoral capstone 
experience. 
 All parts of this study requiring computer access were conducted on computers to 
which the author already had access. Therefore, computers and related equipment are not 
included in this funding plan. It should also be noted that the primary resource for this 
study was the amount of time contributed by the author. This time was not compensated 
during the research phase but was a valuable part of the planning and execution of this 
project. For the purposes of this chapter, the time contributed by the author is considered 
an in-kind donation. 
Focus Group Expenses 
 There are few projected costs associated with running the focus groups. Following 
IRB approval, the focus groups will be conducted via Zoom, an online video-
conferencing service. This will be completed under an existing license owned by MGH 
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IHP. This service is free for download to people participating in the Zoom video-
conference. Any person can sign up on Zoom and host meetings for free, but meetings 
are limited to 40 minutes in length, which would be too short for a focus group. A basic 
membership, with a meeting length limit of 24 hours, is $14.00/month (Zoom, n.d.). 
 Focus group results will be analyzed utilizing an NVivo software package 
provided by the MGH IHP, therefore adding no additional cost. The license for an 
academic version of the NVivo Pro software package is typically $800 (NVivo, n.d.). 
 As mentioned previously, the computers and associated equipment are already 
available to the author, and therefore will add no additional cost. Focus groups will be 
coordinated purely by the author using electronic communication. The author’s time for 
coordinating and running the focus groups, as well as analyzing the results, is a resource 
that will not require further funding as completion of the research project will fall under 
the author’s job description and workload. The author has previously received training in 
facilitation of focus groups and use of NVivo for qualitative data analysis. 
Dissemination Expenses 
 The majority of the costs for this project are associated with the dissemination of 
the results of the survey and focus groups. Primary dissemination will be done through 
presentations at conferences, a presentation at an AOTA COE meeting, and a manuscript 
submitted to the American Journal of Occupational Therapy. Dissemination plans and 
associated costs are further discussed and detailed in chapter 6. As a general rule, costs 
for the dissemination of scholarly work are reimbursed by the author’s academic 
institution resulting in a net zero cost to the author for dissemination of results.  
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The survey results will also be submitted to a journal for publication. The author 
plans to submit a manuscript to The American Journal of Occupational Therapy, a peer-
reviewed journal with no associated cost for submission. This will result in an actualized 
total cost of $0 for this portion of the dissemination plan. 
For all the dissemination activities, the author’s time should also be considered as a 
resource. A considerable amount of time will be required for writing and submitting 
manuscript, preparing posters, and travelling and presenting at conferences. However, 
time for these activities will be included in the author’s workload and therefore is not 
included as a separate line item for the funding plan.  
Table 5.1 contains a visual outline for the costs associated with this research project. 
Table 5.1 
 
Research Project Budget – Select Items 
Budgeted 
Item 
Estimated 
Cost 
Actual 
Cost 
Justification 
Survey 
development/ 
housing 
$114 $0 Survey was built and distributed through 
Formstack.com under existing license – 6 months of 
use 
Survey 
distribution 
$0 $0 Survey was distributed through AOTA in 
conjunction with the Commission on Education 
Survey result 
analysis 
$69.99 $0 Survey results were analyzed using Microsoft Excel 
using existing license and no-cost statistics 
consultation 
Primary 
researcher 
labor hours - 
Survey 
$45/hour x 
~80 hours 
= $3600 
$0 Researcher labor hours for the development, 
distribution, and analysis of the survey. $45/hour is 
the median limited part-time rate for an occupational 
therapist in 2014 (the most recent data available), 
according to AOTA (AOTA, n.d.c). This time is 
considered an in-kind donation. 
Secondary 
researcher 
labor hours – 
$45/hour x 
10 hours = 
$450 
$0 Researcher labor hours for the analysis of the survey. 
$45/hour is the median limited part-time rate for an 
occupational therapist in 2014 (the most recent data 
available), according to AOTA (AOTA, n.d.c). This 
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survey 
analysis 
time was provided at no cost as the secondary 
researcher participated as partial fulfillment of her 
occupational therapy doctoral capstone experience. 
Statistics 
Consultation 
$75/hour x 
2 hours = 
$150 
$0 A statistics consultation was utilized for the results 
of the content analysis portion of the survey. This 
time was provided to the researcher at no cost due to 
her affiliation with an academic institution. 
Focus group 
facilitation – 
video-
conferencing 
service 
$14.00 $0 Utilizing Zoom.com under an existing license 
Focus group 
result 
analysis 
$800 $0 Focus group results will be analyzed using NVivo 
software package under an existing license 
Travel, 
lodging, and 
meals 
$1450 $0 Travel to and from host city, hotel cost, and meals 
Conference 
registrations 
$599 $0 Conference registration including membership 
discounts 
Conference 
expenses 
$140 $0 Cost to print large poster, handouts, and business 
cards for conference presentation 
TOTAL 
COST 
$7236.99 $0 
 
 
 As mentioned previously, the majority of the costs associated with this research 
project are reimbursed by the occupational therapy academic program of which the 
author is associated, as well as the use of materials and equipment that have already been 
purchased. Dissemination costs, incidental to those listed in Table 5.1, may need to be 
provided from the author’s personal capital. In addition, if funding sources were required, 
research into other institution/university and foundation grants may be needed. Examples 
of potential additional funding sources are detailed in Table 5.2. 
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Table 5.2 
 
Grant Funding Sources 
Funding Source Description 
Agency for Healthcare 
Research and Quality Small 
Research Grant Program (R03) 
 
https://grants.nih.gov/grants/ 
guide/pa-files/PA-18-794.html 
• Federal organization that funds healthcare 
research 
• Many types of research qualify for this grant, 
including “small, self-contained research 
projects” of which this study is one 
• Organization has a focus on “spreading methods 
and strategies for health care practice 
improvement to improve health care quality, 
including accelerating the sustainable 
implementation of evidence-based practice.” 
This description includes education of future 
health care professionals. 
• Awards are granted up to $100,000 
Dudley Allen Sargent Research 
Fund 
 
http://www.bu.edu/sargent/ 
research/research-funding-
administration/dudley-allen- 
sargent-research-fund/ 
• Available to post-professional doctoral students 
in the College of Health and Rehabilitation 
Sciences: Sargent College at Boston University 
• Selected on importance and relevance of the 
research question, adequacy of research design 
and methods, and project feasibility 
• Funding is for research implementation, not 
dissemination 
• Maximum grant of $5,000 
Institute of Education Science 
 
https://ies.ed.gov/funding/ 
• Federal organization providing researching 
funding for a variety of educational areas 
• Funding areas include Education Technology as 
well as Postsecondary and Adult Education 
• Typical award amounts range from $25,000 to 
$200,000 
Josiah Macy Jr. Foundation 
President’s Grant 
 
https://macyfoundation.org/our-
grantees/apply 
• Given to projects that “advance the education of 
health professionals” 
• Must align with organization priorities, one of 
which is “New models for clinical education” 
• Maximum grant of $35,000 
Spencer Foundation Small 
Research Grant 
 
https://www.spencer.org/small-
research-grants 
• Private foundation that funds research project 
that contribute to the improvement of education 
• Maximum grant size is $50,000 
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Conclusion 
Overall, the cost for the implementation of this doctoral project and dissemination 
of the results is estimated to be $7,236.99. This includes required materials and software, 
labor, and travel expenses. The total estimated cost to the researcher is $0 due to access to 
already purchased materials and software, donated labor, and funding provided by the 
researcher’s place of employment. Additional funding sources were explored in the event 
additional funding needs to be procured.  
 The next chapter details the dissemination plan for the research project, including 
additional information about the projected costs. 
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Chapter 6: Dissemination Plan 
Project Description 
 The newest Accreditation Council for Occupational Therapy Education (ACOTE) 
Standards include a provision for the use of experiential learning methods as level I 
fieldwork experiences by entry-level occupational therapy education programs (ACOTE, 
2018). Included in these experiences are two specific types of simulation: simulated 
environments and standardized patients. Earlier versions of the ACOTE Standards did not 
allow for the use of simulation as a level I fieldwork experience. This use of simulation 
as a fieldwork training method is an emerging area of occupational therapy education that 
has limited research on its use and best practice.  
This doctoral project sought to contribute to the existing knowledge by 
conducting a research study which investigated the current use of both simulated 
environments and standardized patients by academic programs, as well as identifying the 
primary supports and barriers to its implementation. The first phase of the research study 
included the creation, distribution, and analysis of a national survey distributed to entry-
level occupational therapy academic programs. The second phase of the study will 
consist of the implementation of focus groups to further investigate the barriers and 
supports to implementation of these types of simulation that were described in the survey 
by occupational therapy academic programs.  
This chapter describes the dissemination plan for the results of this doctoral 
project. It also describes the goals of dissemination; the primary and secondary target 
audiences with their key messages, messengers, and dissemination activities; the budget 
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required; and finally, the dissemination evaluation plan. 
Dissemination Goals 
There are four main goals for the dissemination of this project. The first, over-
arching long-term goal is that the results of this project will help inform future ACOTE 
Standards relating to the use of simulation, including standardized clients and simulation 
environments, as level I fieldwork. This will happen by providing ACOTE with 
additional information on the barriers and supports to the implementation of simulation 
by academic programs. Ultimately, as discussed in chapter four, the results will provide 
support for mandating the use of experiential learning activities (including standardized 
clients and simulated environments) as an aspect of the level I fieldwork experiences. In 
the more short-term, the results will allow ACOTE to update the 2018 Standards and 
Interpretive Guide to clarify areas of confusion as determined by the project survey and 
focus groups. Another short-term goal is that the American Occupational Therapy 
Association (AOTA), and specifically, the Commission on Education (COE), will utilize 
the results to determine how to best provide resources for academic programs that 
facilitate successful implementation of the simulation methods. Finally, dissemination of 
study results will help identify academic fieldwork coordinators and educational 
programs that are willing to further explore and participate in the dissemination of best 
practice of the use of these simulated learning methods as fieldwork experiences.  
Primary Target Audience 
The primary target audience for this project is ACOTE, including board members 
and staff. 
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Dissemination activities will include: 
• Direct correspondence with ACOTE personnel and presentation during an 
ACOTE Educational Standards Review Committee (ESRC) Meeting; 
• A journal article in the American Journal of Occupational Therapy; and 
• Poster presentations at national conferences including the annual AOTA 
conference and the AOTA Education Summit. 
The key messages for ACOTE are: 
• The main barriers to and supports for the implementation of standardized 
clients and simulated environments are funding, time, personnel, space, and 
equipment; educational materials should be produced to help programs 
address these areas. 
• Respondents did not have a clear understanding of the definitions of 
standardized clients and simulated environments as provided in the 2018 
Standards; further clarification should be given in the interpretive guide. 
• If ACOTE is committed to increasing the use of simulation as a level I 
fieldwork experience, then some programs would benefit from mandated use 
of experiential learning methods, including simulation, as an aspect of level I 
fieldwork in order to ensure they receive the funding needed for successful 
implementation from their institutions. 
The main messengers for ACOTE are: 
• Rebecca “Becky” Ozelie, DHS, OTR/L, BCPR. Dr. Ozelie is an associate 
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professor and fieldwork coordinator at Rush University. She served as the 
author’s Emerging Leader Development Program mentor. She is a member of 
ACOTE’s Roster of Accreditation Evaluators and is also on the ACOTE 
Educational Standards Review Committee. 
• Barbara Ostrove, MA, OTR/L, FAOTA. Barbara is currently the Assistant 
Director of Accreditation and well known to the author. Barbara is considered 
to be an expert in the area of fieldwork education. 
Secondary Target Audience 
 The secondary audience for this project is AOTA; more specifically, the AOTA 
COE and Academic Fieldwork Coordinators. 
 Dissemination activities will include: 
• Direct correspondence with AOTA personnel and presentation at an AOTA 
COE meeting; 
• A presentation at an AOTA academic fieldwork and capstone coordinators 
(AFWCC) academic leadership council meeting; 
• A journal article submitted to and published in the American Journal of 
Occupational Therapy; and 
• Poster presentations at national conferences including the annual AOTA 
conference and the AOTA Education Summit. 
The key messages for AOTA are: 
• The main barriers to and supports for the implementation of standardized 
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clients and simulated environments are funding, time, personnel, space, and 
equipment; educational materials should be produced to help programs 
address these areas. 
• Some programs would benefit from mandated use of experiential learning 
methods as a portion of level I fieldwork in order to ensure they receive the 
funding needed for successful implementation from their institutions. 
• Collaboration between academic programs to disseminate best practice in the 
area of standardized clients and simulated environments should be 
encouraged. 
The main messengers for AOTA are: 
• Steven D. Taff, PhD, OTR/L, FNAP, FAOTA. Dr. Taff is the chairperson of 
the AOTA COE. The COE is responsible for the “revision and development 
of key education documents and resource materials” (AOTA, n.d.b). The 
author worked in conjunction with Dr. Taff and other COE members on the 
development and distribution of the survey portion of the study. 
• Shannon Levandowski, OTD, OOTR, BCP, SCSS. Dr. Levandowski is the 
chairperson of the AFWCC Academic Leadership Council (ALC). She was 
previously in communication with the author regarding the survey distribution 
and results. She also determines the content included in AFWCC ALC 
meetings. 
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Dissemination Activities 
 Further details regarding the dissemination activities described previously, as well 
as a general timeline for completion of the activities are outlined in Table 6.1. The 
activities fall into three categories: written information, electronic media, and person-to-
person contact.  
 
Table 6.1 
 
Dissemination Plan Activities 
Activity Type Description of Activity  Priority 
Timing of 
Activity 
Written 
Information 
Journal article: Submit manuscript to The 
American Journal of Occupational Therapy 
High January 2020 
Conference handout: One page handout with 
information about results and implications of 
study 
Low October 2019 
Electronic 
Media 
PowerPoint presentation: Electronic slide 
presentation to accompany presentation at 
AOTA AFWCC ALC meeting 
High March 2020 
Person-to-
person 
Contact 
Briefings: Direct communication with 
personnel from both ACOTE and AOTA 
COE in preparation for meeting 
presentations 
Medium Summer 2019 
Meeting presentations: Short presentations 
describing research and relevant results 
during ACOTE ESRC meeting (likely phone 
meeting), AOTA COE meeting (likely phone 
meeting), and AOTA AFWCC ALC meeting 
(in-person at AOTA annual conference) 
High 
Fall/Spring 
2019 
Poster presentation: Presentation of a poster 
describing relevant results and implications 
from the study at the AOTA education 
summit and AOTA annual conference 
Medium 
October 2019 
& March 2020 
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Budget 
 The budget for the dissemination portion of this doctoral projects are detailed in 
Table 6.2. Due to the author’s affiliation with an academic institution, most of the costs 
for dissemination are compensated as work expenses. Therefore, a column for the 
actualized cost to the author is included. Finally, a justification for each item is described. 
Table 6.2 
 
Dissemination Plan Budget 
Budget Item 
Projected 
Cost 
Actualized 
Cost 
Justification 
Conference 
Travel 
$350 $0 
Airfare to 2019 AOTA Education Summit in 
Las Vegas; The 2020 AOTA Annual 
Conference is in Boston (author’s 
hometown) and therefore the author will not 
incur additional travel expenses 
Conference Cab 
Fare 
$100 $0 
Cost to and from airport to conference 
center in Las Vegas; Author lives near 
Boston and will not incur transportation 
expenses for the 2020 AOTA Annual 
Conference 
Conference 
Lodging 
$600 $0 
Cost for housing in Las Vegas for the 
AOTA Education Summit; Author lives near 
Boston and will not incur lodging expenses 
for the 2020 AOTA Annual Conference  
Meals $400 $0 Cost of meals during both conferences 
AOTA Annual 
Conference 
Registration Fee 
$299 $0 
Conference registration fee including AOTA 
membership and early registration discounts 
AOTA 
Education 
Summit 
Registration Fee 
$300 $0 
Conference registration fee including AOTA 
membership and early registration discounts 
Poster Printing $100 $0 
Cost of poster printing completed on-site at 
MGH Institute of Health Professions 
Handouts $20 $0 
Printed one-page handouts about research 
study for distribution at poster presentations 
at conferences 
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Business Cards $20 $0 
Personal business cards with contact 
information for distribution and networking 
purposes at conferences 
TOTAL COST $2189.00 $0  
 
Dissemination Evaluation Plan 
 The evaluation methods for each of the dissemination activities are listed in Table 
6.3. The table lists the type of dissemination by category, briefly describes the 
dissemination activity, and then lists the evaluation plan for that specific activity. 
Table 6.3 
 
Dissemination Activities Evaluation Methods 
Activity 
Type 
Dissemination Activity Evaluation Plan 
Written 
Information 
Journal article: Submit 
manuscript to The American 
Journal of Occupational Therapy 
Acceptance of manuscript for publication 
would be considered successful 
dissemination 
Conference handout: One page 
handout with information about 
results and implications of study 
Completion and distribution of 40 
handouts between the two conferences 
would be considered successful 
dissemination 
Electronic 
Media 
PowerPoint presentation: 
Electronic slide presentation to 
accompany presentation at AOTA 
AFWCC ALC meeting 
Invitation to present and actual 
presentation of the electronic slide 
presentation at the AOTA AFWCC ALC 
would be considered successful 
dissemination 
Person-to-
person 
Contact 
Briefings: Direct communication 
with personnel from both 
ACOTE and AOTA COE in 
preparation for meeting 
presentations 
Completion of communication with 1 
member of ACOTE and 1 member of the 
AOTA COE would be considered 
successful dissemination. Communication 
would include a summary of results and 
discussion about additional avenues for 
dissemination (i.e. AOTA AFWCC ALC) 
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Meeting presentations: Short 
presentations describing research 
and relevant results during 
ACOTE ESRC meeting (likely 
phone meeting), AOTA COE 
meeting (likely phone meeting), 
and AOTA AFWCC ALC 
meeting (in-person at AOTA 
annual conference) 
Brief presentations at 2 of the 3 listed 
meetings would be considered successful 
dissemination 
Poster presentation: Presentation 
of a poster describing relevant 
results and implications from the 
study at the AOTA education 
summit and AOTA annual 
conference 
Acceptance of a poster presentation, and 
completion of the presentation, at 1 of the 
2 listed conferences would be considered 
successful dissemination 
 
Conclusion 
 This doctoral project dissemination plan sets out to ensure that the major 
stakeholders in this project – including ACOTE and AOTA – have multiple opportunities 
and avenues for exposure to the results of this study. The project will be disseminated 
through written, electronic, and person-to-person methods at a variety of points in time.  
It is hoped that by wide and frequent dissemination among the targeted audiences, this 
study can serve as a starting-point for future revisions to the ACOTE Standards and 
Interpretive Guide, as well as set in motion various ways of resourcing academic 
programs for the actual implementation of both standardized clients and simulated 
patients in their own fieldwork curricula. 
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Chapter 7: Conclusion 
This doctoral project sought to begin to address a crisis in fieldwork education by 
presenting the use of simulation as potential model for level I fieldwork education. First, 
the paper begins by discussing two of the underlying problems with fieldwork education 
in the United States: there is a shortage of both level I and level II fieldwork placements, 
and fieldwork educators are often un- or under-prepared to serve in the role, negatively 
affecting student experiences. Next, evidence and underlying theory for simulation as a 
proposed solution to these problems is presented. The paper proceeds to describe a 
national survey conducted by the author to examine the current use of simulation by 
academic programs, as well as the perceived barriers and supports to implementation. 
The results of this survey are discussed and recommendations are made. Then, a plan for 
future focus groups further explore these ideas is described. Finally, funding and 
dissemination plans are provided. 
 The results of the survey provide valuable information to both the American 
Occupational Therapy Association (AOTA) and the Accreditation Council for 
Occupational Therapy Education (ACOTE) about the current use of standardized patients 
and simulated environments by occupational therapy education programs. It provides 
insight into the main barriers preventing implementation and the main supports to 
implementation. This information can help shape future educational offerings for 
academic programs to facilitate more widespread implementation of these methods 
utilizing best practice. A lack of funding was identified as the main barrier to 
implementation for both types of simulation; the author recommends that ACOTE 
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potentially mandates the use of simulation for partial fulfillment of level I fieldwork 
requirements based on this finding. It may also be useful to provide resources to educate 
programs on various ways to fund these experiences. The results of the survey also 
highlight the need for the ACOTE Standards Interpretive Guide to further explain and 
define the term “simulated environment” due to unclear  
 This project has the potential to serve as a baseline for the current use of 
simulation methods in OT education and inform future research in this area. Currently, 
there is very little research in the area of simulation use in occupational therapy 
education. It is the author’s hope that this survey will encourage people to further 
research and disseminate knowledge surrounding areas of need identified by this survey. 
Some of these areas include ways to ensure the cost-effectiveness of the teaching 
methods and the development and dissemination of resources to equip programs to 
understand and implement best-practice in simulation.  
 Finally, by drawing attention to the ongoing shortage of fieldwork placements, 
particularly quality fieldwork placements, as well as proposing a potential solution, it is 
the author’s hope that the occupational therapy community will focus additional energy 
and resources on solving this fieldwork crisis. Only by solving this problem will students 
continue to have access to much-needed and incredibly valuable quality fieldwork 
experiences, whether simulated or in traditional placements. It is of vital importance that 
future occupational therapists are trained to be competent practitioners, and therefore any 
viable solution should be evaluated and considered in order to ensure the profession 
continues to thrive. 
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Appendix A: Standardized Patient in Mental Health 
 
Assignment: 
For this assignment, you will work in your team. You are occupational therapists at an 
outpatient clinic and have been asked to complete an evaluation on a client with a history 
of substance use. You will receive the client profile when you arrive for your simulation. 
Once you complete your evaluation, your team will: 
• Complete the initial Mental Health evaluation template; 
• Write 1 long-term goal in COAST format related to a problem area you identified 
during the evaluation; 
• Write 3 short-term goals in COAST format related to your long-term goal; and 
• Brainstorm 1 intervention idea related to the goals. 
Resources to help you include: 
• The initial evaluation template provided in D2L; 
• Notes/lectures/readings from OT 770 – Mental Health;  
• An EXAMPLE rubric for an initial evaluation simulation; and 
• Online resources and ideas for intervention. 
Grading: 
This assignment is pass/fail. It should be considered a low-stakes simulation to introduce 
you to the process of a simulated client assessment. Though you must complete the 
required assessment documentation, you will be evaluated on your participation, effort, 
and professionalism throughout the simulation process utilizing the “Educator/Clinical 
Instructor Evaluation of Student” located on the E*Value platform. 
 
Client Profile: 
Thomas is a 28-year-old male with a history of substance use (primarily alcohol), 
recently discharged from an inpatient mental health and detox unit. Thomas is employed 
as a web designer for a small company in Boston, though he is currently on medical 
leave. He is not married but does have family in the area. He lives with 2 roommates he 
knows from college. 
 
You do not have access to any notes or documentation from his inpatient team, though 
you received a brief referral from a social worker on the inpatient unit. The social worker 
tells you that Thomas participated in all aspects of care during his inpatient stay, 
including occupational therapy. He also began attending meetings of Alcoholics 
Anonymous, which he continues to attend. Thomas is also connected with a psychologist 
and psychiatrist in the community. 
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Financial Considerations: 
 
There are a variety of costs that may be incurred for this simulation activity. Some 
aspects of the experience that may have financial implications include: 
 
• Faculty time for development of cases 
• Cost of a standardized patient(s) x number of hours required 
• Staff/Faculty time for recruitment and training of standardized patients 
• Staff/Faculty time for scheduling of students for experience 
• Faculty time for pre-briefing and de-briefing the simulation activity 
• Adequate space for the simulation activities (space for pre- and de-briefing as 
well as interview) 
• Video equipment to observe or record the simulation 
• Faculty time to grade the assignment 
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Appendix B: Standardized Patient in Acute Care 
 
Acute Care Simulation Lab Instructions 
 
Reminders: 
• For all patients, assume initial evaluation is complete (not initial visit). Focus on 
the hands-on skills rather than evaluation (i.e. not evaluating R sided weakness, 
but on how to help facilitate bed mobility).  
• Focus on safety with room set-up and line/tube management. 
 
Patient One: 
Session Goal: Don Pants 
 
• 58 y/o Female; has history of COPD and rectal cancer. Presented to the 
ED with shortness of breath and a fall. Dx with L ankle fx and PNA; 
admitted to acute care. 
• Precautions: NWB on LLE 
• Lines/Tubes/Etc.: Nasal Cannula, IV, colostomy, and Foley Catheter 
• Equipment: SW 
 
Financial Considerations: 
 
There are a variety of costs that may be incurred for this simulation activity. Some 
aspects of the experience that may have financial implications include: 
 
• Faculty time for development of cases 
• Cost of a standardized patient(s) x number of hours required 
• Staff/Faculty time for recruitment and training of standardized patients 
• Staff/Faculty time for scheduling of students for experience 
• Faculty time for pre-briefing and de-briefing the simulation activity 
• Faculty or instructor time to facilitate the lab activity 
• Staff time to help the standardized patient prepare (attach 
lines/tubes/drains) 
• Appropriate and adequate space for the activity (i.e. an simulated acute 
care lab) 
• Realistic or actual acute care equipment (i.e. nasal cannulas, hospital beds, 
oxygen tanks, etc.) 
• Clothing and equipment to simulate acute care patient (i.e. hospital gowns, 
non-slip socks) 
• Video equipment to observe or record the simulation  
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Appendix C: Apartment Simulated Environment 
Apartment Evaluation Case Scenario 
 
Mrs. Jones is a 78-year-old female who experienced a R MCA stroke 6 weeks ago. Since 
the stroke, she has progressed from acute care to inpatient rehab, and will soon be 
transitioning to her home environment with home health services. You, as her 
occupational therapist, are conducting a home evaluation prior to her discharge. You are 
to make recommendations about potential adaptations to her environment to increase her 
safety at home. 
 
Mrs. Jones continues to experience L sided weakness in both her UE and LE, though she 
has made significant improvements in her mobility. She uses a wheelchair for functional 
mobility, though she is able to successfully complete stand step transfers with modified 
independence utilizing a four point cane and pushing up from her wheelchair or a chair 
with armrests. Her LUE has limited use and increased tone. She has mild L sided neglect 
to self and environment. She requires min assist for bathing (mostly for her LUE). She 
has been showering in a walk-in shower at the inpatient rehabilitation facility. She is 
modified independent for dressing using adaptive equipment. She requires min/mod 
assist for cooking tasks and laundry. Her cognition is within functional limits. 
 
Mrs. Jones lives in a 1-story ranch home in upstate New York. She has lived alone for the 
past 3 years since her husband passed away from diabetes complications. Because of this, 
her home is wheelchair accessible and has installed grab bars in the bathroom. Mrs. Jones 
states that she got rid of all adaptive equipment that was used by her husband.  
 
Her daughter lives in the same town, only a 5-minute drive away. She also has grown and 
college-aged grandchildren in the area. Prior to her stroke, she was able to complete all 
ADLs and IADLs independently. She has supportive friends, though she reports many of 
them are older and unable to physically help her complete daily tasks. She enjoys playing 
cards, participating in her book club, visiting with her grandchildren, playing golf, 
singing in her church choir, and taking care of her garden. 
  
Financial Considerations: 
 
There are a variety of costs that may be incurred for this simulation activity. Some 
aspects of the experience that may have financial implications include: 
 
• Faculty time for development of activity (i.e. determining what the apartment 
should look like) 
• Staff/Faculty time for setting up the apartment 
• Staff/Faculty time for scheduling of students for experience 
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• Faculty time for pre-briefing and de-briefing the simulation activity 
• Adequate space for the simulation activity (i.e. a simulated apartment complete 
with furnishings) 
• Faculty time to grade the assignment 
  
8
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Appendix D: Logic Model 
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Appendix E: IRB Exemption Letter 
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Appendix F: Final Survey 
Survey Contents 
Items with an asterisk (*) were analyzed for the purposes of the doctoral project. 
 
EXPERIENTIAL LEARNING METHODS SURVEY 
 
ENTRY-LEVEL PROGRAMS ONLY 
 
The AOTA Future of Experiential Education ad hoc committee and draft ACOTE 
standards have proposed expansion of experiential learning methods within academic 
programs. This survey contains questions about the use of various experiential learning 
methods in your program’s curriculum. This information will be used to analyze current 
trends and usage of various experiential learning methods within occupational therapy 
academic programs. The experiential learning methods listed align with the current 
proposed ACOTE standards. The results of this survey will help the profession 
understand rates of adoption and resources needed to encourage successful 
implementation and evaluation of the methods. The results will also help aid in the 
dissemination of best practice. 
 
Completion of this survey is considered consent to participate in this study. 
 
Please fill out all questions to the best of your knowledge. There are 8 sections to this 
survey with a completion time of approximately 20 minutes. You may save your answers 
and return to finish the survey at a later time. 
 
This survey is being conducted by Amanda Mack, MS, OTR/L, an AOTA Emerging 
Leader and OTD candidate, in conjunction with the AOTA Commission on Education. 
For all questions regarding this research, please contact amack@mghihp.edu. 
1. Your Role 
• Academic Fieldwork Coordinator 
• Program Director 
• Program Chair 
• Full-time Program Faculty 
• Other 
2. Program Name 
3. * Level of Program Entry (Check all that apply). 
• OTA – Associate’s Degree 
• OTA – Bachelor’s Degree 
• OT – Master’s Degree 
• OT – Doctoral Degree 
• Other 
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4. * Age of Program 
• <5 years 
• 5-10 years 
• 10-15 years 
• >15 years 
5. * Approximate number of students per cohort 
6. Admission points per year 
• Fall 
• Winter 
• Summer 
• Other 
7. * Type of Institution 
• Public 
• Private 
8. *Program Location 
9. I agree to potentially be contacted by the survey creator for additional information about 
my program or curriculum. 
• Yes 
• No 
10. (If yes to 9): Email Address 
STANDARDIZED PATIENTS 
A standardized patient is an individual who has been trained to portray in a 
consistent, standardized manner, a patient/client with occupation needs. 
The following questions relate to your academic program’s use of standardized patients. 
1. * Does your program CURRENTLY utilize standardized patients in your didactic 
curriculum or fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of standardized patient experiences your 
students participate in throughout the course of your curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
  
93 
• 20+ hours 
4. (If yes to 1): With what population(s) do standardized patient experiences occur? (Check 
all that apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
• No 
6. (If yes to 5): Please describe below. 
7. (If yes to 1): At what point in the curriculum are standardized patient experiences 
utilized? (Check all that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are standardized patient experiences graded? 
• Yes 
• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
10. (If yes to 1): How long have you used standardized patients in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how standardized patients are utilized in your 
curriculum. 
12. * (If yes to 1): What resources does your program have available to support the use of 
standardized patients? 
13. * (If yes to 1): What challenges or barriers do you face in using standardized patients? 
14. * (If no to 1): Do you plan to implement the use of standardized patients in your program 
within the next 1-2 years? 
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• Yes 
• No 
• Unsure 
15. * (If no to 1): Describe any challenges or barriers that prevent the use of standardized 
patients within your program. 
FACULTY PRACTICE 
Faculty practice is defined as service provision by a faculty member(s) to 
persons, groups, and/or populations. 
The following questions relate to your academic program’s use of faculty practice. 
1. Does your program CURRENTLY utilize faculty practice in your didactic curriculum or 
fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of faculty practice experiences your 
students participate in throughout the course of your curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
• 20+ hours 
4. (If yes to 1): With what population(s) do faculty practice experiences occur? (Check all 
that apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
• No 
6. (If yes to 5): Please describe below. 
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7. (If yes to 1): At what point in the curriculum are faculty practice experiences utilized? 
(Check all that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are faculty practice experiences graded? 
• Yes 
• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
10. (If yes to 1): How long have you used faculty practice in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how faculty practice is utilized in your 
curriculum. 
12. (If yes to 1): What resources does your program have available to support the use of 
faculty practice? 
13. (If yes to 1): What challenges or barriers do you face in using faculty practice? 
14. (If no to 1): Do you plan to implement the use of faculty practice in your program within 
the next 1-2 years? 
• Yes 
• No 
• Unsure 
15. (If no to 1): Describe any challenges or barriers that prevent the use of faculty practice 
within your program. 
FACULTY-LED SITE VISITS 
Faculty-led site visits are faculty facilitated experiences in which students are 
able to study clinical practice first-hand. 
The following questions relate to your academic program’s use of faculty-led site 
visits 
1. Does your program CURRENTLY utilize faculty-led site visits in your didactic 
curriculum or fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
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• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of faculty-led site visits your students 
participate in throughout the course of your curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
• 20+ hours 
4. (If yes to 1): With what population(s) do faculty-led site visits occur? (Check all that 
apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
• No 
6. (If yes to 5): Please describe below. 
7. (If yes to 1): At what point in the curriculum are faculty-led site visits utilized? (Check all 
that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are faculty-led site visits graded? 
• Yes 
• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
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10. (If yes to 1): How long have you used faculty-led site visits in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how faculty-led site visits are utilized in your 
curriculum. 
12. (If yes to 1): What resources does your program have available to support the use of 
faculty-led site visits? 
13. (If yes to 1): What challenges or barriers do you face in using faculty-led site visits? 
14. (If no to 1): Do you plan to implement the use of faculty-led site visits in your program 
within the next 1-2 years? 
• Yes 
• No 
• Unsure 
15. (If no to 1): Describe any challenges or barriers that prevent the use of faculty-led site 
visits within your program. 
CONSUMER INSTRUCTION 
Consumer instruction includes: Student instruction performed by current, past, 
or present occupational therapy consumers or instruction by students to people 
in the community about occupational therapy related topics. 
The following questions relate to your academic program’s use of consumer 
instruction. 
1. Does your program CURRENTLY utilize consumer instruction in your didactic 
curriculum or fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of consumer instruction your students 
participate in throughout the course of your curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
• 20+ hours 
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4. (If yes to 1): With what population(s) does consumer instruction occur? (Check all that 
apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
• No 
6. (If yes to 5): Please describe below. 
7. (If yes to 1): At what point in the curriculum is consumer instruction utilized? (Check all 
that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are consumer instruction experiences graded? 
• Yes 
• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
10. (If yes to 1): How long have you used consumer instruction in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how consumer instruction is utilized in your 
curriculum. 
12. (If yes to 1): What resources does your program have available to support the use of 
consumer instruction? 
13. (If yes to 1): What challenges or barriers do you face in using consumer instruction? 
14. (If no to 1): Do you plan to implement the use of consumer instruction in your program 
within the next 1-2 years? 
• Yes 
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• No 
• Unsure 
15. (If no to 1): Describe any challenges or barriers that prevent the use of consumer 
instruction within your program. 
SIMULATED ENVIRONMENTS 
Simulated environments are defined as treatment settings that provide an 
experience similar to a real-world setting in order to allow clients to practice 
specific occupations (e.g. driving simulation center, bathroom or kitchen centers 
in a rehabilitation unit, work hardening units or center). 
The following questions relate to your academic program’s use of simulated 
environments. 
1. * Does your program CURRENTLY utilize simulated environments in your didactic 
curriculum or fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of simulated environments your students 
participate in throughout the course of your curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
• 20+ hours 
4. (If yes to 1): With what population(s) do simulated environments occur? (Check all that 
apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
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• No 
6. (If yes to 5): Please describe below. 
7. (If yes to 1): At what point in the curriculum are simulated environments utilized? (Check 
all that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are simulated environments experiences graded? 
• Yes 
• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
10. (If yes to 1): How long have you used simulated environments in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how simulated environments is utilized in 
your curriculum. 
12. * (If yes to 1): What resources does your program have available to support the use of 
simulated environments? 
13. * (If yes to 1): What challenges or barriers do you face in using simulated environments? 
14. (If no to 1): Do you plan to implement the use of simulated environments in your 
program within the next 1-2 years? 
• Yes 
• No 
• Unsure 
15. * (If no to 1): Describe any challenges or barriers that prevent the use of simulated 
environments within your program. 
SUPERVISION BY A FIELDWORK EDUCATOR IN A PRACTICE 
ENVIRONMENT 
Supervision by a fieldwork educator is a traditional fieldwork model where a 
student or group of students are supervised by an occupational therapist or 
other qualified fieldwork educator for a set amount of time within a practice 
environment. 
The following questions relate to your academic program’s use of supervision by a 
fieldwork educator in a practice environment. 
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1. Does your program CURRENTLY utilize supervision by a fieldwork educator in a 
practice environment in your didactic curriculum or fieldwork experiences? 
• Yes, as part of the didactic curriculum only 
• Yes, as a fieldwork experience only 
• Yes, in both didactic curriculum and fieldwork experiences 
• No 
2. (If yes to 1): How many students participate in this experience? 
• All students 
• Some students (required participation) 
• Some students (voluntary participation) 
3. (If yes to 1): Please estimate how many hours of supervision by a fieldwork educator in a 
practice environment your students participate in throughout the course of your 
curriculum. 
• 0 – 5 hours 
• 5 – 10 hours 
• 10 – 15 hours 
• 15 – 20 hours 
• 20+ hours 
4. (If yes to 1): With what population(s) does supervision by a fieldwork educator in a 
practice environment occur? (Check all that apply). 
• Pediatrics 
• Adults/Rehabilitation 
• Geriatrics 
• Health and Wellness 
• Mental Health 
• Other 
5. (If yes to 1): Do these experiences contain interprofessional or intraprofessional 
components? 
• Yes, interprofessional (students from other disciplines) 
• Yes, intraprofessional (OT/OTA collaboration) 
• No 
6. (If yes to 5): Please describe below. 
7. (If yes to 1): At what point in the curriculum is supervision by a fieldwork educator in a 
practice environment utilized? (Check all that apply). 
• Beginning 
• Middle 
• End 
8. (If yes to 1): Are supervision by a fieldwork educator in a practice environment 
experiences graded? 
• Yes 
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• No 
• Some are graded, but not all 
9. (If “Yes” or “Some” to 8): How are the experiences graded? (Check all that apply). 
• Faculty observation and scoring 
• Pass/fail based on participation 
• Written assignment related to experience 
• Other 
10. (If yes to 1): How long have you used supervision by a fieldwork educator in a practice 
environment in your program? 
• 0 – 2 years 
• 2 – 4 years 
• >5 years 
11. (If yes to 1): Please describe an example of how supervision by a fieldwork educator in a 
practice environment is utilized in your curriculum. 
12. (If yes to 1): What resources does your program have available to support the use of 
supervision by a fieldwork educator in a practice environment? 
13. (If yes to 1): What challenges or barriers do you face in using supervision by a fieldwork 
educator in a practice environment? 
14. (If no to 1): Do you plan to implement the use of supervision by a fieldwork educator in a 
practice environment in your program within the next 1-2 years? 
• Yes 
• No 
• Unsure 
15. (If no to 1): Describe any challenges or barriers that prevent the use of supervision by a 
fieldwork educator in a practice environment within your program. 
OTHER EXPERIENCES 
1. Does your program utilize any other experiential learning methods not listed previously? 
• Yes 
• No 
2. Please describe below. 
3. Please share any additional comments or insights about experiential learning within your 
curriculum. 
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Appendix G: Invitation to Participate Email 
 
 
 
 
 
Dear Colleagues, 
  
As an AOTA Emerging Leader, and in conjunction with my post-professional doctoral 
studies, I would like to invite you to participate in an online survey examining the 
current usage of experiential learning methods by entry-level OT and OTA academic 
programs across the country. This survey will: 
  
•      Provide baseline data about the extent of implementation of experiential learning in OT & OTA 
programs; 
•      Help identify learning contexts that support implementation, along with challenges; and 
•      Serve as a "needs assessment" for our community of practice. 
 
The results of the survey will potentially help identify areas of need for resources, 
create a community of practice to exchange and share experiences, and allow 
networking across programs to further research and investigate the efficacy of 
experiential learning methods. 
  
Completion of the survey will take approximately 20 minutes. We'd appreciate your 
feedback by September 30th, 2018. 
  
To complete the survey, please follow this 
link: https://MGHIHP.formstack.com/forms/level_i_experiences_survey 
  
This survey is being conducted by Amanda Mack, MS, OTR/L, an OTD candidate and 
AOTA Emerging Leader, in conjunction with the AOTA Commission on Education. 
For additional information, please contact amack@mghihp.edu. 
  
Thank you! 
Manage the Emails you receive from AOTA here 
AOTA Website   |  Unsubscribe 
  
American Occupational Therapy Association, Inc.  
4720 Montgomery Lane Suite #200  
Bethesda, MD 20814-3449 
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Appendix H: Guiding Questions for Future Focus Groups 
Focus Group Topics 
 
Definition: For this conversation, the term “simulation” refers to the use of simulated 
environments and standardized patients. 
 
Early Adopter Group 
• Discuss the main barriers to the implementation of simulation by your program. 
• What are the most difficult aspects of implementing and running simulation? 
• Discuss the main supports or facilitators to implementation of simulation by your 
program. 
• What are the biggest benefits to utilizing simulation? 
• Do you have a theory that guides your use of simulation? If so, which ones and 
how? 
• Do you have any best practice guidelines for the use of simulation? If so, what are 
they? 
• Do you plan to continue to use simulation in the future? Why or why not? 
• What is your main piece of advice for those just starting out with simulation as an 
educational method? 
• Do you have any “tips” or ideas about how to make the use of simulation 
manageable? 
 
No Use of Simulation Group 
• Why doesn’t your program currently utilize simulation? 
• Discuss the main barriers to the implementation of simulation by your program. 
• Discuss any supports or facilitators to implementation of simulation by your 
program. 
• What do you see as the benefit in choosing not to utilize simulation? 
• What things would need to change for you to utilize simulation in your program? 
• Do you plan to use simulation in the future? Why or why not? 
• What resources would be helpful for you in learning to implement simulation, if 
you chose to do so? 
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Appendix I: Executive Summary 
A National Survey of Experiential Learning in Occupational Therapy Education: 
Implications for Fieldwork 
Problem Background 
Occupational therapy (OT) students in the United States participate in two types 
of fieldwork: Level I fieldwork, which are shorter, initial learning experiences designed 
to enhance didactic coursework, and level II fieldwork, which are longer, full-time 
fieldwork experiences designed to create entry-level therapists. Traditionally, both level I 
and level II fieldwork experiences occur at a fieldwork site under the supervision of an 
occupational therapist (Hanson, 2015). However, the OT fieldwork system in the United 
States is facing many challenges that make providing adequate fieldwork experiences to 
OT students difficult. These challenges include a shortage of level I and level II 
fieldwork placements (AOTA, 2017) and a lack of adequately trained fieldwork 
educators that results in inconsistency in the quality of fieldwork placements (Barton et 
al., 2013; Casares, Bradley, Jafe, & Lee, 2004; Hanson, 2011; Haynes, 2011). 
Proposed Solution 
One potential solution to the problem is to redesign the level I fieldwork system. 
This solution requires OT academic programs deliver level I fieldwork experiences using 
their own resources and staff rather than the resources and staffing available at fieldwork 
sites. This would reduce the burden on fieldwork sites and allow them to focus their 
resources on facilitating additional level II fieldwork placements. Simultaneously, the 
quality and content of the level I experiences would be controlled by the academic 
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programs, improving consistency across students in each program and ensuring students 
meet objectives in a standardized way. 
The newest version of the Accreditation Council for Occupational Therapy 
Education (ACOTE) Educational Standards (2018) allow for, though do not require, 
academic programs to use experiential learning methods for level I fieldwork 
experiences. Included in these methods are two types of simulation: standardized clients 
and simulated environments. If these simulation methods are to be implemented in a 
widespread manner, academic programs need to have access to and utilize available 
resources that help overcome barriers that may prevent their implementation.  
Guiding Theoretical Base 
The primary OT fieldwork model currently used in the United States is the 
“apprenticeship model.” Lave and Wenger’s situated learning theory describes and 
guides this method of learning. Situated learning theory seeks to describe how learning 
occurs “in situ” – that is, learning in the environment where the task is to occur (Lave, 
1991). Learners progress from observers with limited participation to experts through 
hands-on participation in a systematic process called legitimate peripheral participation 
(Lave, 1991).  
While situated learning theory aligns well with traditional fieldwork models, 
Kolb’s experiential learning theory aligns well with simulation as a learning method. 
Kolb (1984) describes a cyclical learning process where learning occurs through a 
process of experiencing and reflecting. Through the four stages of learning (concrete 
experience, observation and reflection, forming abstract concepts, and testing in new 
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situations), students are able to practice, test, and implement skills in order to master new 
skills and increase knowledge. 
Evidence for the Use of Simulation 
Simulation is widely used in health professions education and is known to be an 
effective learning method. Evidence for its use is found in the literature from 
communication sciences and disorders (Dudding & Nottingham, 2018), audiology 
(Dzulkarnain, Wan Mhd Pandi, Rahmat, & Zakaria, 2015), physical therapy (Mori, 
Carnahan, & Herold, 2015; Pritchard, Blackstock, Nestel, & Keating, 2016), nursing 
(Cant & Cooper, 2016; Rutherford-Hemming & Alfes, 2017; Shin, Park, & Kim, 2014), 
and OT (Bennett, Rodger, Fitzgerald, & Gibson, 2017; Bethea, Castillo, & Harvison, 
2014; Bradley, Whittington, & Mottram, 2013; Gibbs, Dietrich, & Dagnan, 2017; Shea, 
2015; Ozelie & Both, 2016; Wu & Shea, 2009). The use of simulation yields positive 
outcomes in psychomotor skills, self-efficacy and confidence, communication skills, and 
improved performance during clinical placements (Cant & Cooper, 2016; Kaploni et al., 
2017; Shin et al., 2014; Thomas et al., 2017; Wu & Shea, 2009).  
However, there is relatively limited research on the efficacy of simulation in OT 
education, specifically. Bethea et al. (2014) found that human simulation using actors or 
students was used by 75% of OT programs. No data has been reported on the use of 
simulated environments, to the best of the author’s knowledge. 
Proposed Doctoral Project 
Little is known about the efficacy of simulation in OT education or the supports 
and barriers to the implementation of simulation as a fieldwork experience. Currently, 
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little is known about the rates of utilization of these methods by academic programs. 
Therefore, a survey was developed and distributed to gather information from academic 
programs about their current use of experiential learning methods, including the use of 
standardized clients and simulated environments. 
The primary questions that this author seeks to address are:  In light of the recent 
ACOTE education standard revisions, what are the barriers and supports to the 
implementation of simulation as level I fieldwork experiences?  Are there potential 
relationships between program characteristics and the successful implementation of these 
simulation by the academic programs? What are the rates of usage of both standardized 
patients and simulated environments by OT programs in the United States? 
Methods 
The survey tool was developed by the primary author to address all areas of 
experiential learning described in the Spring 2018 draft version of the ACOTE Academic 
Standards. The online survey was distributed via email to all entry-level OT programs 
through an AOTA electronic mailing.  
Results 
There were 97 unique responses. The majority (61.86%) reported they do not 
utilize standardized patients. Of those who reported they do not utilize standardized 
patients, a substantial minority stated they have plans to implement the use of SPs in the 
next 1-2 years (23.3%) or are unsure about future implementation (51.67%). The 
resources that support implementation of standardized patients include funding, 
personnel, physical space, lab equipment, simulation technology, institutional support, 
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and access to volunteers. The barriers to implementation were funding, time, scheduling, 
limited space, a lack of knowledge of the process, limited receptivity, lack of 
volunteers/participants. 
The majority of programs report they do utilize simulated environments (70.1%). 
Supports to implementation include funding, qualified personnel, physical space, 
equipment, and institutional support. Barriers include funding, time, qualified personnel, 
physical space, equipment and technology, curriculum design, and limited receptivity. 
 Notably, there was a wide variation in the type of experience described as a 
simulated environment in the survey, even when provided with the ACOTE definitions of 
the term. 
 
Discussion and Recommendations 
Funding was identified as a primary barrier and support to implementation for 
both types of simulation. The other resources identified as supports and barriers also 
require adequate funding. This funding to implement simulation, ultimately, depends on 
programs receiving institutional support. Access to adequate funding would potentially 
be easier if simulation experiences were required in ACOTE standards, rather than listed 
as an optional alternative to traditional level I experiences. Therefore, the author 
recommends that ACOTE considers mandating the use of simulation, and/or other 
experiential learning methods, in partial fulfillment of student level I fieldwork 
placements in the next version of ACOTE Educational Standards. 
The survey results also revealed that many programs feel underequipped in 
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training and knowledge. Therefore, the author also recommends that AOTA develop and 
distribute programming and resources to help meet the identified needs of the academic 
programs to allow for successful implementation of simulation. 
Finally, due in part to the ambiguity in the definition of the term “simulated 
environment,” the author recommends revision of the ACOTE Academic Standards and 
Interpretive Guide for further clarification of this term. 
Further research is also indicated. 
Next Steps 
 The next stage of this research study will consist of focus groups; the participants 
will be identified based on the results of the survey. The focus groups will include further 
exploration of the supports and barriers to implementation, descriptions of both 
successful and unsuccessful simulation experiences, the feasibility and usefulness of 
simulation, best practice in simulation use, and discussion about future plans relating to 
simulation implementation. 
 Both survey and focus group results will be widely disseminated through a variety 
of mediums, including poster presentations, presentations at professional meetings, and a 
published journal article. 
Conclusion 
 Utilizing simulation, including standardized clients and simulated environments, 
for level I fieldwork experiences is an evidence-based and potentially viable model for 
level I fieldwork. It has the potential to both address the shortage of level I and level II 
fieldwork placements and ensure a more consistent quality of level I fieldwork 
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placements. Results of a survey of the use of these methods indicate the need for 
additional research, additional educational resources for academic programs about the 
implementation of simulation, and revision of the ACOTE Educational Standards relating 
to level I fieldwork experiences.  
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